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An increasing range of approaches to psychotherapy emphasize the importance of 
unprocessed emotions in explaining the root of psychological problems. These 
approaches suggest different interventions intended to enhance emotional processing. 
One such intervention, derived from Emotion-focused Therapy (EFT), is referred to 
as a two-chair dialogue. This intervention aims to enhance the emotional processing 
of individuals with regard to destructive self-criticism. More specifically, the 
intervention is expected to effect the arousal of emotions and help clients attend to 
and appraise their emotional experiences. The purpose of this dissertation is to 
investigate and explore the impact of the two-chair dialogue intervention.  
 
Twenty-four clients presenting with destructive self-criticism were recruited from a 
Norwegian public mental health program, meant for people who are on sick leave due 
to depression and anxiety, which is the most common mental health difficulties. In 
this study a multiple baseline design was used. Each client was assigned to a baseline 
phase comprising either 5, 7, or 9 sessions. For the baseline phase, the therapists were 
asked to focus on the relationship aspect of EFT, that is, they were required to 
empathically attune to the clients’ emotional experience, provide validation and 
reassurance for the clients’ emotional experience, while complying with the basic 
Rogerian conditions of empathy, genuineness, and unconditional positive regard. In 
the second phase, we added a two-chair dialogue intervention for five consecutive 
sessions.  
 
This dissertation comprises three papers. For paper 1, all clients’ sessions were 
recorded on video and analyzed with the Client Emotional Arousal Scale III and 
Experiencing Scale. Subsequently, it was investigated whether the phase which 
included the two-chair dialogue intervention was associated with a higher level of 
emotional processing in comparison to the baseline phase. Results suggest that the 
phase containing the two-chair dialogue intervention is associated with significantly 
more high-arousal episodes than the baseline phase. Experiencing increases 
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throughout the entire treatment, but not significantly more in the phase including the 
two-chair dialogue, suggesting that both phases are associated with enhanced 
emotional processing.  
 
In paper 2, we investigated whether the phase which included the two-chair dialogue 
intervention was marked by a significantly greater decrease in symptoms compared to 
the baseline phase. Here, results suggest that adding the two-chair dialogue 
intervention is associated with a more substantial decrease in depression- and 
anxiety-related symptoms, in comparison to the baseline phase. A closer analysis of 
the symptoms of depression indicates that the majority of reduction effected in 
depressive symptoms is related to the somatic-affective and not the cognitive 
components of depression. Destructive self-criticism exhibited reduction throughout 
the treatment. However, this was not significant greater for the phase which included 
the two-chair dialogue intervention.  
 
In paper 3, the qualitative enquiries indicated three main themes. The first theme, 
termed as Talking to a chair: An obstacle to overcome, refers to the clients’ 
experiences with regard to the intervention as awkward and sometimes difficult to 
engage in. The second theme, Heavy, intense, horrendous, and nice captures the 
experiences of the intervention as being emotionally intense, physically and mentally 
draining, painful, but at the same time helpful. The third theme, titled as Realization: 
What am I doing to myself? captures the clients’ reports pertaining to the attainment 
of a better understanding of the way in which they treat themselves. Further, it 
records the way in which the intervention enhanced their sense of agency. 
 
All of the findings combined suggest that the addition of the two-chair dialogue 
intervention to the basic Rogerian conditions and empathic attunement to affect, 
contributes to certain aspects of emotional processing (emotional arousal), and 
supplements the alleviation of symptoms of anxiety and depression. In addition, the 
results indicate that productive emotional processing is also facilitated by 
empathically attuning to the clients’ emotional experience, while complying with the 
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basic Rogerian conditions. Results further indicates that the two-chair dialogue 
intervention was experienced as being intense, helpful, and difficult to engage in.  
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1.1 Purpose and scope of this dissertation 
The purpose of this dissertation is to investigate and explore the impact of a 
psychotherapeutic intervention designed to facilitate the processing of problematic 
emotions related to destructive self-criticism of clients with common mental health 
problems, such as anxiety and depression. The target intervention of this study is 
termed as the two-chair dialogue and is drawn from Emotion-Focused Therapy 
(EFT). This is an intervention that aims to structure, clarify, and deal with emotional 
processes through imaginative and emotionally evocative dialogues between different 
parts of the self. The objective is to assist the client to clarify and alter the way in 
which the self-critical part treats the part of the self that undergoes experiencing.  
 
The research project was conducted in the setting of a governmental psychological 
treatment program (Raskere tilbake). This program aims to prevent the necessity of a 
long-term sick leave for people on short-term sick leave due to common mental 
health difficulties. Common mental health problems (anxiety and depression) appear 
to be a central cause behind work absence (Cornelius, Van der Klink, Groothoff, & 
Brouwer, 2011; Nieuwenhuijsen, Verbeek, de Boer, Blonk, & van Dijk, 2006; 
Noordik, Nieuwenhuijsen, Varekamp, van der Klink, & van Dijk, 2011; Nystuen, 
Hagen, & Herrin, 2001). Therefore, by providing treatment for these common mental 
health problems, the program aims to strengthen participants’ capacity to return to 
work and reduce the risk of further work absence.  
 
The last three decades have provided us a deeper understanding of our emotional 
system (Dalgleish, 2004; Damasio, 1998; Ekman & Davidson, 1994; Kagan, 2007; 
LeDoux, 1996; Panksepp, 2004; Porges, 2011). Due to this development, emotions 
have attained a more prominent role in psychotherapy-related theory and research. 
For instance, there is a growing consensus on the fact that excessive negligence or 
avoidance towards ones’ emotions is associated with mental health difficulties 
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(Barlow, Allen, & Choate, 2004; Castonguay & Hill, 2012; Hayes, Wilson, Gifford, 
Follette, & Strosahl, 1996). Several approaches to psychotherapy apply interventions 
that aim to directly enhance clients’ ability to get in touch with their emotions and 
utilize their inherent information (emotional processing). Some of these approaches 
are Emotion-Focused Therapy (EFT; Greenberg, 2002), Intensive Short-Term 
Dynamic Psychotherapy (ISTDP; Abbass & Town, 2013), accelerated experiential 
dynamic psychotherapy (AEDP; Fosha, 2001), affect phobia therapy (APT; Vaillant, 
1997) Affect consciousness therapy (Monsen & Monsen, 1999), and memory 
reconsolidation (Ecker et al., 2012). Further, while in Cognitive Behavioral Therapy 
(CBT), emotions were originally perceived as being secondary to cognition, they are 
now being increasingly recognized as key elements in psychotherapeutic change 
processes (Barlow, Allen, & Choate, 2004; Beck, 1996; Thoma & McKay, 2015). 
These different approaches appear to reach a converging understanding with regard to 
emotions as healthy and adaptive processes that facilitate individuals’ survival and 
success in their respective environments. All these approaches suggest that being 
receptive to one’s emotional state allows individuals to better process and get past 
difficult events in their life. As it has been pointed out by several authors, processing 
of difficult emotions seem to be a key component of psychotherapeutic change across 
approaches (Barlow, Allen, & Choate, 2004; Castonguay & Hill, 2012; Elliott, 
Greenberg, Watson, Timulak, & Freire, 2013; Wampold & Imel, 2015). In each of 
the above mentioned emotion focused approaches, specific interventions have been 
developed in order to help clients’ process their emotions, thereby regaining the 
adaptive functions of their emotions. This in turn, is assumed to reduce symptoms of 
psychological illness. A closer investigation of whether the prescribed interventions 
in fact do impact clients’ therapeutic processes as expected, is called for and will be 
the main focus of this thesis.  
 
EFT (Greenberg, 2002) constitutes an approach that prescribes interventions 
explicitly intended to aid clients to handle their unprocessed emotions. A specific 
intervention developed to enhance emotional processing in EFT is the two-chair 
dialogue intervention, designed to help clients process difficult emotions related to 
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destructive self-criticism. Self-criticism can be understood as a negative evaluation of 
oneself that increases the vulnerability and effect of depression and anxiety (Gilbert 
& Procter, 2006). In EFT, there is a long-standing research tradition that lays 
emphasis on the investigation and identification of processes that effect 
psychotherapeutic change (Elliott, 2010; Watson & McMullen, 2016). In accordance 
with this tradition, this study will investigate the impact of the two-chair dialogue 
intervention on emotional processing, symptom reduction, and how the interventions’ 
impact the clients’ experiences.  
1.2 Emotional processing in psychotherapy 
Emotion focused psychotherapeutic approaches postulate that being in touch with 
emotional activation, and being informed by the signals inherent in emotional 
activation, plays a pivotal part in mental health (Abbass, Town, & Driessen, 2013; 
Ecker et al., 2012; Fosha, Siegel, & Solomon, 2009; Greenberg, 2002; Monsen & 
Monsen, 1999; Vaillant, 1997). These approaches understand psychopathology as 
elicited and maintained by difficulties with experiencing and being informed by ones 
emotions, often stemming from negative learning experiences with important others. 
For instance, if a mother is physically abusive to a child, it might make it difficult for 
the child to deal with the painful emotions related to such an experience. If this 
painful experience is not somehow dealt with, the difficulties might last into this 
child’s adult life. Emotion focused therapeutic approaches hold childhood as a 
particularly important and sensitive period for developing healthy or unhealthy 
relationship to one’s own emotions, and therapy is seen as a possibility to process, 
deal with or change difficult emotional learning experiences from the past (Abbass et 
al., 2013; Ecker et al., 2012; Fosha et al., 2009; Greenberg, 2002; Monsen & Monsen, 
1999; Vaillant, 1997). The assumption that overwhelming and difficult life events 
during childhood have the potential to hinder healthy adult functioning, has robust 
support (Anda et al., 2007; Anda et al., 2004; Edwards, Holden, Anda, & Felitti, 
2003). A theoretical notion that is similar across emotion focused psychotherapy 
approaches, is that difficult life events that are not dealt with, can result in 
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problematic emotional states, or unprocessed emotions. Thus, the notion of emotional 
processing is important in emotion focused approaches. Emotional processing can be 
defined as a process whereby abruptions in adaptive functioning of the emotional 
system is restored after overwhelming events (Foa & Kozak, 1986; Rachman, 2001). 
Adaptive emotional functioning refers to the ability to allow one’s emotions (i.e. to 
be sufficiently informed and affected) to deal with the situation that elicited the 
emotion (Greenberg, 1996).  
 
The definition of emotional processing in various emotion focused approaches to 
psychotherapy appear to contain some similar constituents (Abbass, Town, & 
Driessen, 2013; Ecker et al., 2012; Fosha, 2001; Greenberg, 2002; Monsen & 
Monsen, 1999; Vaillant, 1997). For instance, all these approaches invariably involve 
the activation of emotions during psychotherapy sessions. However, none of the 
approaches proposes that activation of emotions is sufficient. They all suggest that 
attention towards one’s emotional activation is a vital aspect of emotional processing. 
Post the state of awareness, various theories diverge in terms of their perception of 
the way in which emotions effect psychological change. However, they all suggest 
that the therapist needs to help the client allow rather than reject or ignore the visceral 
information inherent in the emotional activation. Furthermore, changing how one 
relates to ones emotions is suggested to have the potential to correct previous 
negative learning experiences. Pascual-Leone (1991) suggests that relating to ones’ 
emotional experience can lead to an affective dynamic synthesis, a process where 
novel experience changes the person’s experience of him- or herself in the world. The 
adaptive communicative functions of emotions constitute an additional commonality 
across the various approaches. It refers to the notion of symbolizing and expressing 
emotions that are part of an individual’s awareness.  
 
This thesis investigates two central aspects of emotional processing, both the arousal 
of emotion, and how the clients attend to and appraise their emotional arousal. The 
association between the above mentioned assumption that various elements of 
emotional processing are beneficial for emotional well-being has gained some 
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empirical support. First, the arousal or activation of emotions has been demonstrated 
to be associated with a corresponding reduction in symptoms of depression, anxiety, 
and trauma (Diener & Hilsenroth, 2009; McLean, Asnaani, & Foa, 2015; Missirlian, 
Toukmanian, Warwar, & Greenberg, 2005; Pos, Paolone, Smith, & Warwar, 2017; 
Whelton, 2004). This suggests that the activation of emotions can facilitate 
therapeutic change. Second, there is evidence that the human mind understands 
emotions through bodily signals that individuals subsequently interpret and 
symbolize (Craig, 2010). The ability to be aware of emotional signals residing in the 
body has been demonstrated as necessary in order to experience ones’ own emotions 
(Pollatos, Gramann, & Schandry, 2007; Duschek, Werner, Reyes del Paso, & 
Schandry, 2015). Not being aware of emotional signals have been negatively linked 
to symptom severity in fibromyalgia (Duschek, Montoro, & Reyes del Paso, 2017), 
and positively linked to the ability to read other peoples’ emotions (Terasawa, 
Moriguchi, Tochizawa, & Umeda, 2014). Third, another line of research has 
demonstrated the importance of accepting and allowing emotions and their 
accompanying thoughts. For instance, Ford, Lam, John, and Mauss (2017) 
demonstrated that the acceptance of negative emotions was related to psychological 
health benefits such as well-being, life satisfaction, and fewer symptoms of anxiety 
and depression. Further, Campbell-Sills, Barlow, Brown, and Hofmann (2006) 
demonstrated a relationship between the ability to allow emotions and the degree and 
length of negative emotional reactions to emotionally aversive material. On the 
contrary, the degree of experiential avoidance has been linked to the severity of 
anxiety-related symptoms and physical complaints (Berghoff, Tull, DiLillo, 
Messman-Moore, & Gratz, 2017). Fourth, the expression of emotions has been 
exhibited to predict the outcome of psychotherapy (Kramer, Pascual-Leone, 
Despland, & de Roten, 2015; Whelton, 2004) and promote interpersonal relationships 
(Graham, Huang, Clark, & Helgeson, 2008; King, 1993). Even the expression of 
emotions in writing has been depicted to induce certain health benefits (Niles, 
Haltom, Mulvenna, Lieberman, & Stanton, 2014; Pascual-Leone, Yeryomenko, 
Morrison, Arnold, & Kramer, 2016; Pennebaker, 1995). However, the expression of 
emotion in itself might not be sufficient. Research also emphasizes the fact that the 
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specific ways in which patients attend and symbolize emotional activation is related 
to the therapeutic outcome of treatment (Auszra, Greenberg, & Herrmann, 2013; 
Pascual-Leone & Yeryomenko, 2016; Pos, Greenberg, & Warwar, 2009), suggesting 
that the way in which one comprehends and expresses emotions is also important. 
Conversely, the inability to process emotions is associated, for instance, with 
increased youth aggression (Roberton, Daffern, & Bucks, 2015), lower marital 
satisfaction (Lavalekar, Kulkarni, & Jagtap, 2010), and eating disorders (Bydlowski 
et al., 2005). This increased understanding of the importance of emotional processing 
has inspired development of interventions that enhance emotional arousal and aids 
clients’ to attend to and appraise their emotional experience in helpful ways. 
1.3 Emotion-Focused Therapy 
1.3.1 Overview and core concepts 
EFT is an evidence based treatment for depression and anxiety (Elliott, Greenberg, 
Watson, Timulak, & Freire, 2013; Greenberg & Pascual-Leone, 2006). It is grounded 
in the humanistic tradition of client-centered psychotherapy (Rogers, 1959; Rogers, 
1961), Gestalt therapy (Perls, 1969), and focusing psychotherapy (Gendlin, 1962). In 
EFT, emotions are perceived as core processes in human functioning that are 
assumed to comprise innate survival functions that aid people in their lives 
(Greenberg, 2012). Through the automatic appraisal of the internal and external 
environment, emotions inform the organism via visceral signals about where it stands 
in relation to its physiological and psychological needs. For instance, if a person is 
walking on a hiking trail and all of a sudden sees a snake, this person’s emotional 
system rapidly informs them about danger. At the same time, emotions organize and 
prepare the organism to respond to the situation that elicited the emotional activation 
(Greenberg & Pascual-Leone, 2001). This means that when the person sees the snake 
on the trail, their emotional system simultaneously prepares them to stop or jump to 
the side. Furthermore, it is assumed that sustained emotional suffering and 
psychopathology develop when emotions are no longer allowed to serve their 
functions in accordance to their adaptive nature. Using the example with the snake, if 
 18
a person is hypervigilant to snakes in surroundings where snakes are rarely found, 
this might constitute anxiety in a pathological sense. Emotions are assumed to lose 
their innate adaptive functions when people are emotionally overwhelmed without the 
necessary support required to deal with a situation. It is assumed that overwhelming 
experiences are stored in affective-cognitive structures, termed as emotion schemes 
(Greenberg & Paivio, 1997). These schemes can be either adaptive or maladaptive. 
For instance, if a child experiences abuse, it is likely that this overwhelming 
childhood experience would develop into a maladaptive emotion scheme. This 
scheme can continue to impact the individual later in life, for instance as 
hypervigilance to danger or intense anxiety. It is assumed that when a person 
experiences recurring painful emotions, such as intense fear, they will also develop 
automatic strategies to avoid these painful emotions. For instance, if a client is in a 
state of fear, he or she might react to this fear with a protective anger. Such automatic 
strategies are usually understood as secondary emotions. Secondary emotions thus 
constitute reactions to primary emotions. While primary emotions form the persons’ 
immediate reaction to a situation, secondary emotions involve reactions to primary 
emotions that may be difficult to experience (Greenberg & Paivio, 1997).   
 
EFT further postulates that maladaptive emotion schemes underlie a range of 
different psychological symptoms, thus suggesting a trans-diagnostic view on 
psychological difficulties (Elliot et al., 2004). For instance, depression and anxiety is 
considered to stem from a number of different emotional processing difficulties, such 
as maladaptive shame, fear or sadness. Further, one kind of maladaptive emotion, for 
instance maladaptive shame, could result in a number of different symptoms that 
might constitute different diagnosis (Greenberg, 2002; Greenberg & Pascual-Leone, 
2006; Pascual-Leone & Greenberg, 2007). For the study in the present thesis, 
participants were recruited on the basis of common mental health difficulties, either 
depression and anxiety. There is research to support that EFT constitutes an effective 
treatment for both depression (Ellison, Greenberg, Goldman, & Angus, 2009; 
Goldman, Greenberg, & Angus, 2006; Greenberg & Watson, 1998) and anxiety 
(Elliott, 2013; Shahar, Bar-Kalifa, & Alon, 2017). When clients present symptoms of 
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either depression or anxiety, the EFT-therapist typically suggests interventions that 
are meant to deal with the unprocessed emotions that underlie the client’s symptoms 
of depression or anxiety.  
 
1.3.2 Emotional processing in EFT 
Two general principles of emotion processing are postulated in EFT-theory; 
emotional arousal and experiencing. First, emotions are required to be aroused to a 
certain level in order to be processed. The notion that EFT increases emotional 
arousal throughout therapy has empirical support (Pos et al., 2017). It also seems that 
this increase in arousal is related to better outcome (Missirlian et al., 2005; Pos et al., 
2017). Furthermore, it seems that too high or too low levels of arousal are less 
productive with regard to treatment outcome (Carryer & Greenberg, 2010); further, it 
seems that emotional arousal is more productive under a good working alliance 
(Iwakabe et al., 2000; Pos et al., 2003; Pos et al., 2009).  
 
Second, the aroused emotion requires to be attended to and appraised, i.e. 
experiencing. A number of studies support the notion that experiencing as a 
processing quality is important. For instance, the manner in which the client 
experiences emotions appears to mediate the effect of emotional arousal (Auszra et 
al., 2013; Greenberg, Auszra, & Herrmann, 2007; Pos et al., 2017). Further, Pascual-
Leone and Greenberg (2007) demonstrated that good outcomes in EFT were 
characterized by a shift from a high arousal state and low level of experiencing to 
lower arousal with higher experiencing. A study by Pos et al. (2003) suggests that 
EFT is effective in increasing experiencing. Further, experiencing seems to increase 
during the course of EFT-treatment (Goldman, Greenberg, & Pos, 2005; Pos et al., 
2009; Watson & Bedard, 2006; Watson & Greenberg, 1996). A number of studies 
also suggest that increasing the capacity to experience emotions in a conscious 
manner is related to good outcomes, both in EFT (Elliott, Greenberg, & Lietaer, 
2004; Goldman et al., 2005; Pascual-Leone & Yeryomenko, 2016; Pos et al., 2003; 
Pos et al., 2009), and in other approaches (Castonguay, Goldfried, Wiser, Raue, & 
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Hayes, 1996; Pascual-Leone & Yeryomenko, 2016; Silberschatz, Fretter, & Curtis, 
1986). It thus seems that EFT is effective in increasing both arousal and experiencing. 
However, it is less clear whether the specific interventions designed to evoke and 
process emotions actually accounts for the increase in emotional arousal and 
experiencing. It is the specific impact of one such intervention that is under scrutiny 
in this thesis.  
 
In EFT, it is not the arousal and appraisal of any kind og emotions that is assumed to 
be effective. Psychological symptoms of distress are apprehended as secondary 
emotional reactions to underlying maladaptive emotion schemes (Greenberg, 2002). 
Change in EFT is assumed to take place by first shifting from secondary emotions to 
primary maladaptive emotions (Pascual-Leone &Greenberg, 2002), for instance from 
secondary anxiety to primary sadness. Then, when the maladaptive scheme is 
activated and appraised, the emotion scheme is considered to be susceptible to 
influence and change (Pascual-Leone & Greenberg, 2007). It is also assumed that 
emotion schemes are most easily transformed or changed by adaptive emotions 
(Greenberg, 2002). Research supports the notion that moving from secondary 
emotions to primary emotions is of importance (Herrmann, Greenberg, & Auszra, 
2016; Pascual-Leone & Greenberg, 2007), and that adaptive emotions can change 
maladaptive emotions (Pascual-Leone, 2017; Kramer & Pascual-Leone, 2016; 
Kramer et al., 2016; Kramer et al., 2015; Pascual-Leone & Greenberg, 2007).  
 
1.3.3 Relationship conditions in EFT: A foundation for change 
There are two overarching set of principles and guidelines for the therapist involved 
in EFT. The first pertains to the therapeutic alliance, particularly the bond and goal 
components, as described by Bordin (1979), comprising a therapeutic bond, goal and 
task. In EFT, this is often termed providing relationship conditions (Elliot et al., 
2004). The second set of principles pertains to the facilitation of active emotion-
focused interventions (Greenberg & Watson, 2006). While these set of principles 
operate throughout the course of therapy, the first set is assumed to be of particular 
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importance in the initial phase of therapy, and in case there is a rupture in the 
alliance. The active emotion-focused interventions are more in use after the formation 
of a good alliance and until the end of therapy. The intervention that is investigated in 
this study, the two-chair dialogue intervention, is primarily used in the latter phase.  
 
It is being increasingly recognized across therapeutic approaches that 
psychotherapeutic change is dependent on the quality of the therapeutic alliance 
between client and therapist (Horvath, Del Re, Flückiger, & Symonds, 2011; 
Norcross & Wampold, 2011; Wampold & Imel, 2015). The therapeutic alliance is 
given particular attention in EFT as a necessary condition for the client to engage in 
more active emotional processing (Elliott et al., 2004). Research on EFT also 
suggests that a good therapeutic alliance is associated with better emotional 
processing (Elliott et al., 2013; Iwakabe, Rogan, & Stalikas, 2000; Missirlian et al., 
2005; Pos, Greenberg, Goldman, & Korman, 2003). In the first phase of an EFT-
treatment, the therapist is instructed to concentrate on building a safe and trusting 
relationship by complying to basic Rogerian conditions, that is, being empathic, 
congruent, and to show unconditional positive regard for the client (Rogers, 1957). In 
EFT, empathy is further specified as empathically attune to the clients’ emotional 
experience as it unfolds (Greenberg & Watson, 2006). In EFT training, a considerable 
amount of time is spent on learning to use differentiated empathy to serve different 
purposes in the clients’ processes at different times (Elliott, Bohart, Watson, & 
Greenberg, 2011; Greenberg & Elliott, 1997; Watson, Steckley, & McMullen, 2014). 
In addition to building a therapeutic bond, empathy is also used in establishing other 
aspects of the therapeutic alliance (Bordin, 1979), that is, paying attention to the 
collaboration on the establishment of a goal for the treatment, and obtaining an 
agreement on the method to reach that goal (Horvath & Greenberg, 1986). 
Furthermore, an important task throughout the treatment is repairing alliance ruptures 
(Safran & Greenberg, 1991; Safran & Muran, 2000; Watson & Greenberg, 1998, 
2000; Wong & Pos, 2014). This implies that for the EFT-therapist, as for therapists in 
many approaches, constant and close attention needs to be paid to the state of the 
therapeutic alliance. The therapist also require to respond accordingly when the bond, 
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agreement, or task/goal is interrupted (Watson & Greenberg, 1998). The empathic 
exploration and provision of Rogerian conditions in this treatment phase is assumed 
to be necessary for the active emotion-focused interventions that comes later to have 
effect. This phase is also assumed to facilitate psychotherapeutic change in and of 
itself. However, from an EFT-perspective, psychotherapeutic change is thought to 
increase and become more substantial in the latter phase, that is, when the active 
emotion focused interventions are utilized (Elliott, Watson, Goldman, & Greenberg, 
2004). The basic assumption in EFT, that active emotion focused interventions will 
enhance psychotherapeutic change, is being tested in the present thesis.  
 
1.3.4 Markers for utilizing emotionally evocative interventions 
When the therapeutic bond and alliance in an EFT-treatment is established, usually 
assumed to happen within three to five sessions, the therapist starts paying even 
closer attention to problematic aspects of the clients’ emotional processes (Elliott et 
al., 2004). Here, problematic means that the client displays some behavior or 
statement that indicates that something of relevance needs attention. In EFT, aspects 
of the therapeutic process that needs attention is typically called a marker. Markers 
are thus to be understood as process diagnosis that could indicate specific emotional 
processing difficulties (Greenberg, 2017). When a marker appears, the therapist 
might suggest to the client a certain task that is designed to lead to an end state where 
the emotional processing difficulties are no longer present. There are several markers 
outlined in EFT; each one calls for a separate intervention/task. The studies in this 
thesis focuses on a specific intervention developed to be used when the client 
displays markers of destructive self-criticism.  
 
1.3.5 The self-critical marker  
In EFT, it is assumed that many clients suffering from anxiety or depression typically 
display high degree of self-criticism. Self-criticism is specified as a marker for 
utilizing an emotionally evocative intervention. The two-chair dialogue intervention, 
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which will be further described in the next chapter, is typically employed when the 
client displays a marker called a self-critical split. The self-critical split is, as the 
name suggests, a state where the client somehow evaluates him- or herself in a 
critical or negative manner. The goal of the intervention is to help the client gain a 
more compassionate stance toward him- or herself. Research has revealed a 
connection between self‐criticism and depression (Kopala-Sibley, Zuroff, Hankin, & 
Abela, 2015; Moroz & Dunkley, 2015; Yamaguchi, Kim, & Akutsu, 2014) and 
between self-criticism and anxiety (Kopala-Sibley, Zuroff, Russell, & Moskowitz, 
2014; Mandel, Dunkley, & Moroz, 2015). Research further suggests that the 
alleviation of self‐criticism alleviates symptoms of distress (Iancu, Bodner, & Ben-
Zion, 2014; Kelly, Zuroff, & Shapira, 2009; Leaviss & Uttley, 2015; Shahar et al., 
2015).  
 
In EFT, a self-critical marker is perceived as an indication of emotional processing 
difficulties related to self-criticism. Self-criticism in EFT is assumed to indicate 
unprocessed, maladaptive shame (Whelton & Greenberg, 2005). In that sense, shame 
can be said to fuel self-criticism. However, the theory suggests a bi-directional 
relationship between self-criticism and shame: the activation of maladaptive shame 
will make it more likely for self-criticism to appear, and criticizing oneself will make 
it more likely that maladaptive shame will be evoked (Whelton & Greenberg, 2005).  
 
Alluding to the trans-diagnostic aspect of the EFT-theory, one would assume that 
symptoms of depression and anxiety stem from an underlying difficulty in emotional 
processing, where one such processing difficulty could be unprocessed maladaptive 
shame. This unprocessed shame is assumed to often lead to secondary reactions, such 
as hopelessness, fatigue, depression and anxiety. This further implies that processing 
the underlying emotional difficulties (in this case maladaptive shame) should 
alleviate symptoms of depression and anxiety.  
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1.3.6 The two-chair dialogue intervention 
When the self-critical split appears, the the two-chair dialogue intervention is utilized 
in an attempt to access, process, and change maladaptive shame. This intervention 
involves altering between visualizing and acting as the critical part of the self and the 
experiencing part of the self. When the client displays a self-critical marker, for 
instance, by saying, “I’m such a failure. I can’t do anything right in this world”, the 
therapist prepares the client to work with this by saying something like “It seems like 
there is this part of you that attacks or criticizes another part of you, and that the 
criticized part of you is left feeling worse off. Does that fit with how you experience 
it?” If this makes sense to the client, the therapist introduces another chair and invites 
the client to move over to this new chair and imagine themselves in the other chair. 
The client is asked to say and do to the experiencing self what the self-critical part 
normally does. When the critique has been delivered, the client is invited to again 
switch chairs and experience the emotional impact of the critique. The goal is to get 
to the primary maladaptive shame. Primary maladaptive shame is thought to be a 
response to specific, poignant and painful critique of themselves. Usually this 
pertains to the hurtful situation or period that created the maladaptive shame. For 
instance, if the client in the past was repeatedly humiliated by an abusive parent, the 
self-critical message is thought to resemble the message from the abusive parent. 
When the self-critic delivers a more poignant critique, the criticized self often 
experiences maladaptive shame, for instance, as expressed in the following: “I am no 
good in the eyes of others.” When primary maladaptive shame is evoked, it is also 
hypothesized to be susceptible to change. The therapist attempts to get the client in 
contact with the emotional or psychological need that is related to the maladaptive 
shame, for instance, validation or self-assertion. If the process is successful, theory 
suggests that the client will experience more adaptive emotions, activated through the 
realization and experiencing of pain with regard to the unmet need. The assumption is 
that the adaptive emotion that follows the maladaptive emotion has the potential to 
alter or reorganize the maladaptive emotion, thus changing the maladaptive emotion 
scheme that was created as a result of the humiliation received from the abusive 
parent.  
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1.4 Aim of the study 
The aim of this dissertation is to investigate and explore the impact of a 
psychotherapeutic intervention, the two-chair dialogue intervention, designed to 
better help clients with mental health difficulties to process problematic emotions 
related to destructive self-criticism. The two-chair dialogue intervention is assumed 
to facilitate emotional processes and outcome more than the provision of basic 
Rogerian conditions and the therapist empathic attuning to the clients’ emotions and 
experience. By adding the two-chair dialogue intervention to these basic conditions, 
we wanted to investigate the following research questions: 1) is there an enhancement 
of the the clients’ emotional processing; 2) is there an improvement of symptomatic 
outcome; and 3) how do clients experience this emotion-focused intervention. The 
dissertation employs both quantitative and qualitative research methods to investigate 
these aims: coding of video recordings as process measures (paper 1), self-report 
instruments as outcome measures (paper 2), and qualitative interviews as a mean of 
obtaining in-depth knowledge with regard to the clients’ reported experiences (paper 
3).  
 
1.4.1 Aims, research question, and hypothesis for paper 1 
The aim of paper 1 was to evaluate whether a change in the clients’ emotional 
processing occurred when the two-chair dialogue was added to basic Rogerian 
conditions and empathic attunement to affect. The Client Emotional Arousal Scale III 
(Warwar & Greenberg, 1999) was used to code the clients’ level of emotional 
arousal. The Experiencing Scale (Klein, Kiesler, & Coughlan, 1969) was used to code 
the clients ability to attend to and appraise their emotional arousal. These two vital 
aspects of emotional processing were coded both for sessions where the therapist 
solely focused on providing basic Rogerian conditions and empathic attunement to 
affect, and for sessions where the therapist also utilized the two-chair dialogue 
intervention. The research question for paper 1 was as follows: is adding the two-
chair dialogue intervention associated with enhanced emotional processing, that is, 
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does the intervention a) lead to increased emotional arousal, and b) help the clients to 
better attend to and appraise their emotional experience? In line with the EFT-model, 
we hypothesized that adding the two-chair dialogue intervention would lead to 
increased emotional arousal and to increased quality of emotional experiencing.  
 
1.4.2 Aims, research question and hypothesis for paper 2 
The aim of paper 2 was to investigate whether adding the two-chair dialogue 
intervention had an enhanced effect on the clients’ symptoms in comparison to solely 
providing basic Rogerian conditions and empathically attune to the clients 
experience. The research question for paper 2 was as follows: is adding the two-chair 
dialogue intervention associated with a reduction in symptoms, that is, is the 
intervention associated with a greater reduction in symptoms of (a) anxiety, (b) 
depression, and (c) self-criticism compared to when the therapist solely focuses 
primarily on providing basic Rogerian conditions and empathically attuning to the 
clients’ affect? We hypothesized that the addition of the two-chair dialogue would 
lead to a significantly greater decrease in self-reported symptoms of anxiety, 
depression, and self-criticism.   
1.4.3 Aims and research question for paper 3 
The aim of paper 3 was to explore the clients’ experiences of working with the two-
chair dialogue intervention. We conducted in-depth qualitative interviews with 18 
clients after they completed EFT therapy. The research question for paper 3 was as 
follows: How do self-critical clients suffering from anxiety and depression experience 
the impact of the two-chair dialogue intervention during EFT treatment?  
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2. Method 
2.1 Research design 
In order to test our hypotheses, we chose a multiple baseline design. In this design, a 
baseline is first established, and then, the intervention in question is added at different 
times for different clients. By adding the interventions at different times, one is better 
able to control for time as a factor. If the dependent variable only changes when the 
intervention is added, the hypothesis that alteration of conditions explains the change 
is strengthened (Kazdin, 2011). We chose this design as it seems suitable for the 
investigation of specific components in psychotherapy. The treatment thus consisted 
of two phases. In the first phase (baseline phase), therapists were asked to adhere to 
relationship conditions as prescribed in EFT: empathically attune to the clients’ 
emotional experience, validate and reassure the clients’ emotional experience, as well 
as follow the basic Rogerian principles, which are empathy, genuineness, and 
unconditional positive regard. In the second phase (the active component phase), we 
added the two-chair dialogue intervention as outlined by Greenberg and Watson 
(2006) for five consecutive sessions. In the instructions to the therapist, it was 
highlighted that the only intended difference between the first and second phase was 
the two-chair dialogue in the second phase.  
 
As prescribed for multiple baseline designs, different lengths for the baseline phases 
of different clients were selected (Kazdin, 2011). Clients were assigned to a baseline 
phase that consisted of either five, seven, or nine sessions. This design allowed us to 
investigate whether the trajectory of the clients’ self-reported symptoms changed if, 
and only if, we introduced the two-chair dialogue intervention. In this way, we could 
infer with increased certainty that any change on the dependent variable would be 
caused due to the added component, and the clients function as their own control.  
 
The lengths of the baseline conditions (five, seven, and nine) were chosen for two 
main reasons. First, from a methodological standpoint, the length of the baseline 
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needs to be at least 5 sessions in order to stabilize the baseline period (Kazdin, 2011). 
Also, from a clinical perspective, five sessions as the minimum intervention period 
allows the development of a good working alliance (Horvath & Greenberg, 1994). 
The difference between the different baseline conditions (five, seven, and nine) was 
determined in order to make the phases significantly different, but still similar to one 
another. We chose the length of the active component phase to be five sessions, as we 
assessed this as necessary and sufficient to observe a tendency in the clients’ change 
trajectory. Further we assessed that five sessions would suffice to provide the clients’ 
adequate experience of the intervention for the investigation of their experiences 
through qualitative interviews.  
2.2 Participants 
All participants in this study were recruited from a low threshold, mental health 
treatment program in Norway. The treatment program, called Return to Work 
(Raskere Tilbake), is intended for adults with common mental health issues who are 
on paid sick leave due to their mental health issues, typically anxiety or depression. 
The intention of the program is to prevent long-term sick leave. The typical user of 
this program was referred to the program due to anxiety difficulties or mild to 
moderate level of depression. The program is a short-term one, with a maximum time 
frame of 18 weeks. Anyone who is on sick leave was eligible for referral by their 
general practitioner, and they would have to undergo a clinical intake interview. 
Exclusion criteria from the program were serious mental health issues, lack of 
motivation to attend treatment, or active substance abuse. The treatment was 
delivered in a private clinic, but was covered and administered by the Norwegian 
national social services (nav).  
 
In the 6-week recruitment period spread over February and March 2015, 98 people 
were referred to the program. Sixty-four of those referred were eligible for treatment. 
Out of the 64, 36 agreed to participate in the study. During the intake interview, 
participants were informed that participation in the research program implied that 
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their sessions would have to be video recorded for analysis by research assistants at 
the University of Bergen. Nearly everyone who declined to take part gave the reason 
that they did not want their sessions video recorded and viewed by others. The 36 
individuals who agreed to participate were subjected to further screening by the main 
researcher. Inclusion criteria were met by 24 clients who subsequently participated in 
the project. During treatment, three clients dropped out of the treatment program. 
Two of those who dropped out did not give a reason for it. One reported symptomatic 
improvement and thus lack of motivation to continue treatment. Out of the 21 who 
participated, 15 were women. All were native Norwegians, one with an Asian 
background. The age span was 20–63 years, with a mean of 38.2 years. Five 
participants reported not receiving any higher education; the rest reported a span of 
two to four years of higher education. All participants were employed full time. 
Seven participants reported not being in a long-term relationship. Five had no 
children. Six of the participants had previously received treatment for common 
mental health issues.  
 
Inclusion criteria for this study were symptoms in the clinical range on depression or 
anxiety. We utilized BDI-II (Beck, Steer, & Brown, 1996) and BAI (Beck et al., 
1988) for the screening. Also, as the intervention being investigated was targeted at 
self-criticism, we only recruited participants who showed a moderate to high level of 
self-criticism. We measured self-criticism with a subscale from the Forms of Self-
Criticizing/Attacking & Self-Reassuring Scale (FSCRS; Gilbert et al., 2004). Based 
on previous research on this scale (Baião, Gilbert, McEwan, & Carvalho, 2015), cut-
off was set to 22 or above on the subscale Inadequate Self. The FSCRS also contains 
two other subscales. These are Hated Self and Reassured Self. The Hated Self 
subscale measures an even more malign form of self-criticism, while the Reassured 
Self subscale measures the resilience shown with regard to self-criticism more than 
self-criticism (Gilbert, Clarke, Hempel, Miles, & Irons, 2004). Exclusion criteria 
were effectively the same as not being eligible for treatment in the Return to Work 




For paper 1, data from process measures was retrieved for 20 clients. The reason due 
to which there were 20 rather than 21 clients (as was the case in paper 2), was that a 
number of recordings from one of the client’s sessions did not have any audio. For 
paper 2, self-report data from all 21 clients was utilized in the analysis. For paper 3, 
18 clients were interviewed and thus provided data for the qualitative analysis. Three 
out of the 21 clients declined to take part in the interview. Reasons for abstention 
were not obtained.  
2.3 Therapists 
Six therapists provided the treatment. All six were clinical psychologists who had 
five to thirteen years of clinical experience (mean 9.2 years). Four of the therapists 
were female, while two were male. The therapists had a minimum of 300 hours of 
EFT training over at least 3 years. In addition, they all had minimum 20 hours of 
supervision on videotaped practice. During the EFT training, there was a great 
emphasis on basic Rogerian conditions considered as necessary conditions for change 
to occur in EFT. There was also a major focus on the application of differentiated 
empathic attunement to affect. Thus, all therapists were trained both in the application 
of differentiated empathy, alliance building, genuineness, and presence, as well as the 
two-chair dialogue intervention. 
2.4 Data collection procedure  
2.4.1 Data collection procedure for paper 1 
For this paper, we wanted to study the clients’ emotional processes and the way in 
which these were impacted by adding the two-chair dialogue to basic Rogerian 
conditions and empathic attunement to affect. Data consisted of ratings of the clients’ 
emotional processes. All clients’ sessions were video recorded and stored for 
analysis. We employed two scales to analyze the recordings: The Client Emotional 
Arousal Scale III (Warwar & Greenberg, 1999), to measure the clients’ degree of 
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emotional arousal, and The Experiencing Scale (Klein et al., 1969), to measure the 
clients’ ability to attend to and appraise the emotional experience (see instruments 
and measures provided in the subsequent sections for details). 
 
Thirty-one undergraduate psychology students from the psychology program at the 
University of Bergen were instructed with regard to the rating of sessions with these 
two scales. The students were trained to observe and rate emotional processes in 
psychotherapy, using The Client Emotional Arousal Scale III (Warwar & Greenberg, 
1999), and The Experiencing Scale (Klein et al., 1969). The training comprised 21 
hours of both didactics and practical exercises in which the students practiced rating 
on a separate set of video recordings of EFT sessions. Before they were allowed to 
start rating the material in the present study, the students were tested against a gold 
standard to ensure reliability (ICC > 0,6). The gold standard was established by 
expert raters from York University in Toronto, Canada. Average reliability against 
the gold standard for arousal was observed at ICC = 0.70 and for experiencing at ICC 
= 0.78.  
 
All sessions were divided into two-minute segments. With The Observer® XT 
software, each segment was rated with the application of both scales. The raters were 
divided into pairs, and the raters in each pair rated 2/3 of all sessions for one client. 
This secured a 1/3 overlap of session ratings within each pair that rendered the 
calculation of interrater reliability possible. ICC-scores for the Client Emotional 
Arousal Scale III averaged at 0.8 (SD = 0.12), ranging from 0.48 – 0.97. For the 
Experiencing Scale, the ICC-scores averaged at 0.82 (SD = 0.09), ranging between 
0.52 – 0.92.  
 
Additionally, to ensure that the raters indeed rated the same emotion category 
(sadness, anger, fear, shame, positive emotions, fused anger/sadness, or fused 
fear/sadness); they were instructed to specify the category of emotions before rating 
the episode with the two scales. Emotion episodes were coded based on action 
tendencies, the description of an action tendency, or descriptions of an emotional 
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reaction (Warwar & Greenberg, 1999). If there was disagreement on emotion 
category within a pair, we used the rating of the rater who had combined highest 
interrater reliability on The Experiencing Scale and the Client Emotional Arousal 
Scale III, compared to the gold standard. 
 
For segments in which the two raters diverged in their rating, we utilized the average 
of the two values. If one rater recorded ‘no data’ and the other rater gave a rating, we 
employed the value from the later rater. The data from the rating of each 2-minute 
segments were calculated in two different ways. First, we employed the peak from 
each scale per session. Further, as both scales were considered to observe a clinically 
significant shift when the client moved to a 4-minute segment, we were interested in 
the number of segments per session that were above 3 on both scales. Thus, each 
session consisted of two values: peak and the number of segments above 4.  
 
Ratings were completed over a period of 7 months. During this period, interrater 
reliability was evaluated to detect any drifting in the ratings, that is, divergence from 
the co-rater who rated the same sessions. In cases where such a tendency was 
observed, the main researcher met the raters who showed this drift and reiterated the 
instructions before resuming further rating.  
 
2.4.2 Data collection procedure for paper 2  
For paper 2, we collected data through self-report measures in order to monitor the 
intervention’s impact on symptoms. In addition, we measured the clients’ perception 
of the therapeutic alliance for the purpose of adherence. All clients who consent to 
participate in this study were asked to arrive 30 minutes before each session in order 
to complete the self-report measures. We employed the following measures: the Beck 
Depression Inventory-II (BDI-II; Beck, Steer, & Brown, 1996), Beck Anxiety 
Inventory (BAI; Beck, Epstein, Brown, & Steer, 1988), Forms of Self-
Criticizing/Attacking & Self-Reassuring Scale (FSCRS; Gilbert et al., 2004) and 
Working Alliance Inventory – Short Version, Patient (WAI-S-P; Tracey & 
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Kokotovic, 1989). See instruments and measures below for details of these measures. 
The clients provided the measures on paper to fill out. The responses were later 
plotted into an excel file by a research assistant with the application of procedures to 
minimize plotting errors.  
 
Any missing data was managed in the following manner: single items on each 
instrument were plotted by replacing the missing scores with the subjects’ mean score 
on the subscale/scale. This was done for 3.99% of all possible items. In cases where 
more than 50% of the items on a subscale/scale were missing, the last observation 
carried forward (LOCF) was utilized. If this was not possible, the last observation 
carried backward (LOCB) was applied. LOCF and LOCB were applied in 3.05% of 
all possible scores. This rather conservative procedure was applied, since the total 
amount of missing data was insubstantial. 
 
2.4.3 Data collection procedure for paper 3 
The qualitative interviews were conducted by four researchers and clinical 
psychologists who were associated with the research project. None of them were 
involved in the treatment of the clients or the rating of the material. Two of them 
were familiar with EFT, two of them were not. Data was obtained between August 
and September 2015, about two months after the completion of the treatment. The 
lead researcher did not conduct any interviews. All interviews were audio recorded 
and then transcribed by a team of graduate students. The instructions for the graduate 
students were to transcribe the material verbatim. Further, they were asked to add 
short parenthetical notes about poignant non-verbal aspects. The interview guide is 





2.5 Instruments and measures 
2.5.1 Process rating scales for paper 1 
The Client Emotional Arousal Scale III (Warwar & Greenberg, 1999) 
The Client Emotional Arousal Scale III is used to assess the degree of emotional 
arousal. Using this scale, raters assess the emotional arousal based on the degree of 
activation by analyzing the clients’ voice quality and body language. Voice quality 
refers to the accentuation pattern, pace, contours, and speech disruption. Body 
language refers to the facial expressions and the bodily action tendencies that are 
typically associated with emotional arousal, such as the trembling of lips when one is 
on the verge of tears or the clenching of the fists when one is angry. The scale ranges 
from 1–7, where 1 is no expression of emotion and 7 is extremely intense expression 
of emotion. Level 4 is assumed to be a clinically productive level of arousal, while 
level 7 is assumed to be too intense. Emotional arousal, as measured by The Client 
Emotional Arousal Scale III, has been associated with good outcome in prior research 
(Missirlian et al., 2005; Pos et al., 2017; Pos et al., 2009).  
 
The Experiencing Scale (Klein et al., 1969) 
The Experiencing Scale is designed to evaluate the clients’ ability to stay in contact 
with and make meaning of their internal experience during therapy. It was originally 
designed to rate the transcribed material, and the manual aids the coder to analyze the 
clients’ ability to verbalize their experience. It focuses on the manner of the 
verbalizing rather than on the content. The goal is to assess the clients’ ability to 
process and integrate the content of their own emotional state. The scale indicates 
seven different levels of involvement with the clients’ inner experience. At level 1, 
the client is objective and intellectual; there is no indication of personal significance 
of what is being told. At level 2 and 3, the client starts to refer to themselves and to 
their inner world, but it is still not their inner voice that speaks. At level 4, the client 
speaks about their emotional experience using an internal referent, for instance, by 
talking about their feelings in great detail, while at level 5, they shift to questioning 
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their experiences, transcending beyond their existent knowledge. For example, the 
client might narrate a problem that carries emotional value. Level 6 pertains to a level 
where the client’s starts to talk about newly realized feelings about the problem that 
was posed, whereas level 7 constitutes a level where newly realized feelings span the 
other aspects of the clients’ life. Enhancement in the quality of experiencing as 
measured according to this scale has previously been found to correlate with good 
outcome in psychotherapy (McLeod, 1997; Pascual-Leone & Yeryomenko, 2016; Pos 
et al., 2017; Pos et al., 2003; Stiles, Shapiro, & Elliott, 1986). 
 
2.5.2 Self-report measures for paper 2 
The Beck Depression Inventory-II (Beck et al., 1996)  
The Beck Depression Inventory-II (BDI-II) is a 21-item self-report instrument meant 
aiming to measure the severity of depressive symptoms. The respondents are given 
four options for each item. Each option describes a particular degree of a depressive 
symptom, and the respondents are asked to circle the most fitting option. So far, BDI-
II has demonstrated good discriminant and convergent validity as well as good test-
retest reliability (Beck et al., 1996). In the present study, Cronbach’s alpha was 
calculated before the treatment (0.84), after baseline (0.94), and after the treatment 
(0.93). The mean score for the BDI total, ranging from 13 to 50, was 24.21 (SD = 
9.69). A factor analysis of BDI-II suggests two subscales – a subscale composed of 
items measuring how depression affects the cognitive domain, and a subscale 
measuring how depression affects the somatic-affetive domain of human functioning 
(Steer, Ball, Ranieri, & Beck, 1999). After a calculation, it was found that for the 
somatic subscale, the mean score was 15.05 (SD = 6.02), ranging from 8 to 31. On 
the cognitive subscale, the mean score was 8.4 (SD = 4.38), ranging from 3 to 19. 
 
The Beck Anxiety Inventory (Beck et al., 1988)  
The Beck Anxiety Inventory (BAI) is a commonly used self-report instrument 
containing 21 items. BAI is used to quantify the symptoms of anxiety. The 
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respondents are asked to indicate the degree to which each item fit their experience of 
their symptom/s using a Likert scale ranging from 0 to 3. BAI has demonstrated a 
high internal consistency (Beck et al., 1988). In the present study, Cronbach’s alpha 
before treatment was measured at 0.92. It was 0.96 after baseline, and 0.96 after the 
completion of the treatment. The mean score for the participants was 26.02 (SD = 
13.89), ranging from 5 to 52. 
 
The Forms of Self-Criticizing/Attacking & Self-Reassuring Scale (Gilbert 
et al., 2004)  
The Forms of Self-Criticizing/Attacking & Self-Reassuring Scale (FSCRS) is a self-
report instrument designed to measure the degree of self-criticism. Each item 
comprises a statement about the respondents’ thoughts and feelings. The respondents 
are asked to mark themselves on a 5-point Likert scale from 0 (not at all like me) to 4 
(extremely like me). A factor analysis of this instrument suggests three subscales – 
the Inadequate Self, the Hated Self, and the Reassured Self. FSCRS has demonstrated 
good internal consistency and is congruent with other measurement scales of self-
criticism (Gilbert et al., 2004). The Norwegian version of FSCRS was translated and 
back translated by Norwegian psychologists (Stiegler, Schanche, Vøllestad, & 
Nielsen, 2015), who were fluent in both Norwegian and English. Cronbach’s alpha 
was calculated before the treatment was 0.89, 0.90 after baseline, and 0.90 after the 
treatment. For this study, we were interested in the subscale Inadequate Self. This 
was due to the fact that the subscale Hated Self did not seem clinically relevant for 
this population, and Reassured Self seemed to measure the resilience to self-criticism 
rather than self-criticism. For the Inadequate Self subscale, the mean score was 
calculated at 25.24 (SD = 7.42), ranging from 8 to 36.  
 
The Working Alliance Inventory – Short Version, Patient (Tracey & 
Kokotovic, 1989)  
WAI – Short Version, Patient (WAI-S-P), is a 12-item self-report measurement scale 
deployed to assess the clients’ experience of the working alliance. The scale is based 
on the working alliance inventory (Horvath & Greenberg, 1986), which measures the 
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therapeutic alliance as conceptualized by Bordin (1979). Thus, the scale takes into 
consideration three aspects of the alliance: the therapist-patient bond, – agreement on 
the goal, and agreement on the task, and the therapist-patient bond (1979). The WAI-
S-P contains four questions for each dimension. The scale has shown acceptable 
psychometric qualities (Hanson, Curry, & Bandalos, 2002; Tracey & Kokotovic, 
1989). After the completion of the first session, Cronbach’s alpha was 0.81. It 
increased to 0.83 after baseline and lowered to 0.71 post treatment. The mean score 
on WAI was measured at 60.56 (SD = 11.57), ranging from 43 to 82. 
 
2.5.3 Qualitative interview for paper 3 
The approach employed by us for developing and conducting the interviews was a 
hermeneutic-phenomenological approach to thematic analysis (Binder, Holgersen, & 
Moltu, 2012). The epistemological assumptions made during the study were thus 
hermeneutic-phenomenological, indicating that we intended to interpret 
(hermeneutical) and explore the participants’ lived experiences (phenomenological). 
In a hermeneutic-phenomenological approach, it is assumed that the researchers will 
inevitably influence the interview process, and subsequently, the clients’ experience. 
On account of the unavoidability of influence, an important part of the research 
process is for the researcher to become aware of this influence. It is assumed that co-
construction of the meaning will be done by the client and the researcher in a 
dialectical fashion. The clients’ utterances will be interpreted by a researcher who 
already possesses an understanding of the phenomenon referred to by the client. This 
pre-understanding will influence the researchers’ further investigation, the interview 
process, and thus, the drawn meanings of the clients’ further utterances. In a 
hermeneutic-phenomenological approach, this is not perceived as an error; it is 
considered to be a necessary step that contributes to the process of understanding. 
However, if the researcher assumes to be ignorant or has extensive blind spots 
regarding this pre-understanding, it may prove to be a potential source of prejudice 
and bias. Therefore, the researchers putting this approach into practice need to be 
 38
aware of their role as interpreters of meaning. It is advisable for them to be as 
reflexive with respect to their role as possible (Finlay, 2002). 
 
The interview guide had a broader focus than what strictly pertained to the research 
question in this study. The larger qualitative study focused on several issues – the 
clients’ motivation for seeking help; their experiences of the treatment as a whole; 
their relationship with the therapist; and the clients’ experiences of working with the 
two-chair dialogue intervention. The interview was initiated with an open question 
about the clients’ experience with regard to their experiences with psychotherapy. If 
the clients’ themselves did not approach the topic of the two-chair dialogue 
intervention, the interviewer focused in on that segment of the treatment with a 
question such as, “At some point, you performed exercises where you used the chairs 
to work with individual topics. Did you notice that?” In the interview guide, there 
were follow up questions concerning the participant’s perceived aim with the 
intervention, their experience of the impact on their process, and their perception of 
its influence on their work on their presented issue. The interview guide always 
suggested starting with an open question, and if an open exploration did not yield 
information relevant to the research question, more specific questions were utilized. 
A translated version of the interview guide can be found in appendix of paper 3.  
2.6 Data analyses 
2.6.1 Quantitative analyses for paper 1 
In paper 1, we concentrated on the following:  
1) Investigating whether the phase containing the two-chair dialogue manifested a 
higher number of high-arousal and high-experiencing episodes compared to the phase 
containing only basic Rogerian conditions. In order to compare the phases on high-
arousal and high-experiencing episodes, each episode was given a dummy score of 
“1” or “2”, where 1 indicated an arousal/experiencing level from 1 to 3, and 2 stood 
for an arousal/experiencing level from 4 to 7. Using an ANOVA, we compared the 
number of high and low arousal/experiencing episodes in the two phases.  
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2) Investigating whether the clients’ change trajectory for arousal and experiencing 
changed after the two-chair dialogue was added to the basic Rogerian conditions. In 
order to model the clients’ change trajectory for arousal and experiencing, the mean 
growth rates within the group were compared during two different time periods. The 
variation across individuals not being the primary focus, no person moderators were 
included. As we were mainly interested in the group average, in the analysis, we 
allowed the intercept to vary across individuals (random), while the slope trajectory 
was fixed. R version 3.4.0 (The R foundation for statistical computing, 2017) was 
used to analyze the hierarchical linear growth models. Using linear tests, the 
trajectories of the two phases were compared to see if they differed significantly from 
each other. All residuals were normal distributed. The details with respect to 
equations and specific statistical procedures can be found in paper 1. 
 
2.6.2 Quantitative analyses for paper 2 
In paper 2, we were interested in investigating whether the change trajectory of the 
clients’ symptoms altered after adding the two-chair dialogue. This was done by 
comparing the mean growth rates within the group during two different time periods. 
As in the case of paper 1, the interest was not in the variation across individuals; 
therefore, no person moderators were included in our models. We allowed the 
intercept to vary (random), while the trajectory across individuals remained constant 
(fixed). In this paper a multivariate two-level hierarchical linear growth model was 
chosen due to low sample size and the fact that we were mainly interested in the 
group averages. We used R version 3.4.0 (The R foundation for statistical computing, 
2017) to analyze the hierarchical linear growth models. A restricted maximum 
likelihood estimator (REML) was used. After investigating the trajectories in each 
phase, the baseline trajectory was compared to the treatment trajectory to see if they 
differed significantly from each other. The residuals were inspected for normality, 
and no violation of the distributional assumptions of the models was found. The 
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details concerning the equations and specific statistical procedures can be found in 
paper 2. 
 
2.6.3 Qualitative analyses for paper 3 
The data was analyzed using a thematic analysis, as outlined by Braun and Clarke 
(2006). The analyses were conducted in accordance with the following procedures: 1) 
All five researchers read all the transcripts in order to familiarize themselves with the 
material at hand; 2) The first author closely examined the material and identified 
units of meaning relevant to the research question, using NVivo 11 (QSR 
International, 2015) computer software. More specifically, only parts of the interview 
material directly or indirectly related to the experiences pertaining to the use of the 
two-chair dialogue intervention were investigated here; 3) Based on these units of 
meaning, the first author suggested tentative themes under which the units of 
meaning could be classified; 4) With these tentative themes in mind, all five authors 
reread the transcripts to facilitate the addition or redefinition of the possible themes; 
5) The first author rearranged the units of meaning under the newly agreed upon 
themes. All references of the participants to their experience with the two-chair 
dialogue were assigned to one of the themes; 6) This new sorting was brought back to 
the research team for a consensual discussion and final agreement on the themes, 
descriptions, and sorting of units. 
 
2.7 Reflexivity 
Reflexivity can be understood as a tool or a process by means of which researchers 
engage in critical self-reflection about the possible influences of their own 
preconceptions and subjective perspectives on the research (Finlay, 2002). In the 
hermeneutical-phenomenological approach, as employed in paper 3, the researcher 
will unavoidably influence the data collection, the analysis, and the interpretation 
(Binder, Holgersen, & Moltu, 2012; Finlay, 2002). It is therefore of prime importance 
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to aspire to be transparent by reflecting on how the researchers’ preconceptions and 
perspectives might have influenced the research process. Wilkinson (1988) 
differentiated between personal, functional and disciplinary reflexivity. I will 
comment on my role as a researcher in this project using these three forms of 
reflexivity. Personal reflexivity refers to how ones’ personal interests, concerns, and 
identity as a construct influence the research project in foreseen and unforeseen ways. 
I got introduced to EFT in 2008, a few years into my career as a psychologist. EFT as 
an approach to psychotherapeutic change caught my attention at once, particularly 
due to the immediate and thorough access it provided to my own emotional 
processes. Since then, I have invested my time and energy into the implementation of 
this method of practicing psychotherapy in Norway. I have been extensively trained 
over several years by leading experts in EFT and I now conduct training sessions for 
Norwegian psychologists. I have also written a book and several articles on the same 
subject. EFT is gaining national interest across Norway. Thus, the chosen topic for 
this project was based on an already required enthusiasm with regard to this 
approach. When I commenced this research project, I tried to be openly reflective 
about the fact that I was enthusiastic and invested with respect to EFT as an approach 
to psychotherapy. It has also been of big help for me to be able to discuss my 
preconceptions and blind spots with my supervisors and colleagues. However, 
researcher allegiance is of concern when one is doing research on a topic with which 
one is personally involved. Both during the qualitative and the quantitative 
undertaking of the project, I have had the fortune of being aided by colleagues and 
co-researchers who, themselves not being invested in EFT, were able to ensure a 
more neutral perspective on the different aspects of the research project.  
 
Although functional reflexivity is closely connected with personal reflexivity, the 
focus remains more on the role as a researcher and on the shaping, influence, and 
understanding of the research project by the researchers’ preconceptions. For the 
qualitative interviews, we chose to use interviewers other than me as the main 
researcher. This step was taken to ensure that my preconceptions would not influence 
what was being shared by the participants. Still, I took lead in the analysis of the 
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transcribed interviews, and it is inevitable that my preconceptions interfered in some 
way with the analysis and understanding of the participants’ utterances. As pointed 
out under “Researchers’ Reflexivity” in paper 3, our research team for this paper 
included researchers who were unfamiliar with EFT, thus increasing the prospects of 
a reduced impact of the researchers’ allegiance. In addition, I played the role of both 
the main researcher and a therapist in this project. My team and I tried to deal with 
this possibly confounding factor by adherence measures. Moreover, my particular 
awareness of intervening in accordance with the treatment protocol aided in the 
reduction of the impact of my preconceptions as mentioned earlier.  
In disciplinary reflexivity, “… we explicate our stance towards theory, method and 
psychology – political, epistemological and theoretical” (Gough, 2017, p. 311). 
Before the commencement of this research project, I was already influenced by EFT 
theory, its epistemological stance, and its view on research. Regarding psychological 
and epistemological theory, I advocated a non-reductionist view of the individual’s 
experience of emotions as a core element in human functioning and change, a stance 
that is reflected by the chosen methodology and theoretical framework in the articles.  
2.8 Ethical considerations 
The study was approved by the Norwegian Regional Committees for Medical and 
Health Research Ethics. Written informed consent was obtained from all participants 
prior to their participation in the study. We considered there to be particular ethical 
considerations regarding the recruitment, data collection, and the probable impact of 
the design on the treatment received by the clients. In addition, considerations and 
measures had to be taken regarding the storage of sensitive material that could not be 
listed in a journal. Except for the fact that clients’ were receiving psychological 
treatment, which in itself can prove stressful for its recipients, we did not consider 
there to be particular strains on people, the community or the environment.  
 
Those who were initially excluded for the treatment program were not informed 
about the research project and were therefore not affected. Regarding the recruitment 
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beyond the existing participants of the treatment program, all those who were initially 
considered eligible for the project were subjected to an extra assessment. This put 
additional strain on the participants, irrespective of the results of the assessment. 
Also, for those declared not eligible, their disappointment at the exclusion might have 
proved stressful. Most importantly, those who were present for the assessment but 
weren’t eligible for the project still received the treatment in the program they had 
originally signed up for.  
 
For the purpose of data collection, all clients in the research project had to fill out 
forms or measures before each session. This meant that the clients spent an additional 
30 minutes per session, which laid an extra load on them. Additionally, all sessions 
were video recorded and later analyzed by research assistants at the University of 
Bergen. This was considered to be an extra strain or was at least proved 
uncomfortable for many participants. Particularly since the clients were already 
preselected on the basis of their self-critical nature, it is likely that having the sessions 
recorded was unpleasant for them. Therefore, we considered it to be of particular 
importance to thoroughly inform the participants of this potential stressor and also 
made sure they were aware of their right to withdraw their consent to partake in the 
project. In an interesting turn of events, several participants reported in the qualitative 
interviews that filling out forms before each session was helpful for them to monitor 
their own change process. Also, some reported that contributing to research felt 
rewarding.  
 
In order to preserve the sensitive material, all self-report measures were given a 
unique ID that could not be linked to the clients’ names. Also, the forms were locked 
away in a cabinet immediately after the clients had filled them out. Thus, the question 
of storage of sensitive material pertained solely to the video recordings of the 
sessions. We consulted the data protection services made available by the government 
to get cues on the storage of the said recordings. We complied with the 
recommendations and stored the data on secure servers that were on a closed network 
without access to the internet. A backup of the data was stored on an encrypted hard 
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disk that was locked away in a secured safe behind locked doors in the location where 
the therapy sessions were held.  
 
The rating of the video material was processed in a closed and secured room video 
laboratory at the University of Bergen. All the research assistants responsible for the 
rating had to sign a confidentiality agreement and were carefully informed about how 
to ensure maximum confidentiality. For instance, they were informed to refrain from 
discussing any of the recordings except with their rating partner and only in the 
laboratory were the rating was done. Furthermore, they were instructed not to allow 
anyone who was not a rater into the laboratory, even those raters who were not 
recording at the moment. In accordance with the approval from the Norwegian 
Regional Committees for Medical and Health Research Ethics, the data was deleted 
at the end of the project period. 
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3. Results 
3.1 Summary of paper 1 
In this paper, we conducted a careful study of two aspects of the clients’ emotional 
processing (arousal and experiencing). More specifically, we investigated whether the 
two-chair dialogue intervention was associated with an increase in the clients’ 
emotional arousal and experiencing in comparison to a therapeutic condition where 
the therapist solely empathically attuned to the clients’ emotional experience while 
complying with the basic Rogerian conditions of empathy, genuineness, and 
unconditional positive regard. After a careful comparison, it was found that emotional 
arousal was high throughout both phases and that the second phase contained a 
significantly higher number of high-arousal episodes as compared to the first phase. 
However, when we investigated the clients’ change trajectory using Hierarchical 
Linear Modelling, a significant difference between the phases was not found. The 
results, therefore, remain somewhat unclear. Concerning experiencing, we found a 
significant increase throughout the treatment. Contrary to our hypothesis, the increase 
was not significant larger in the phase containing the two-chair dialogue. The 
working alliance, as measured with WAI-S-P, was considerable and stable throughout 
both phases. To summarize, the two-chair dialogue has been confirmed to be an 
emotionally evocative intervention, more so than Rogerian conditions and empathic 
attunement to affect. However, the increase in arousal was smaller than expected. 
Although experiencing increases throughout treatment, the results indicate that the 
two-chair dialogue does not increase experiencing significantly more than Rogerian 
conditions and empathic attunement to affect.  
 
3.2 Summary of paper 2 
In this paper, we investigated whether the two-chair dialogue intervention was 
associated with more symptomatic change in comparison to a therapeutic condition 
where the therapist solely empathically attuned to the clients’ emotional experience 
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while complying with the basic Rogerian conditions of empathy, genuineness, and 
unconditional positive regard. The results revealed a significantly greater drop in the 
symptoms of anxiety and depression after the two-chair dialogue intervention was 
introduced. Looking more closely at the subscales of the measure of depression (BDI-
II) – the somatic-affective and the cognitive subscale – we found that only the 
somatic-affective subscale showed significant changes, thus accounting for the major 
drop in depressive symptoms. The tendency of self-criticism also showed a 
significant drop after the two-chair dialogue intervention was introduced. However, 
contrary to our hypothesis, the drop in self-criticism in the latter phase did not 
significantly differ from the trajectory of self-criticism during the baseline phase. The 
working alliance, as measured with WAI-S-P, was considerable and stable throughout 
both phases. 
3.3 Summary of paper 3 
A detailed analysis of the qualitative interviews was formulated, which suggests that 
there are three main themes that encapsulate the clients’ experiences with the two-
chair dialogue intervention. The first main theme, Talking to a chair: An obstacle to 
overcome, captures the clients’ reluctance to partake in the task. Three subcategories 
were constructed to capture the different kinds of reluctance to engaging in the task. 
First, there were feelings of embarrassment or awkwardness, reported by almost all 
participants. The second subcategory was termed Anxiety about performing, and was 
also reported by almost all participants. This was mostly talked about as the fear of 
not being able to perform the tasks in the correct manner. The final subcategory for 
the first theme was called Letting go of control. This explored many of the 
participants’ experience of engaging in the activities in spite of their reluctance. Our 
second main theme, It’s heavy, intense, horrendous, and nice, describes the clients’ 
experiences with the two-chair dialogue intervention as emotionally evocative in a 
way that was both painful and helpful. We suggested four subcategories for this 
theme. The first one, Physically demanding, was about many of the participants’ 
experiences of exhaustion during or after sessions. The second subcategory, termed 
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Intensity of experience, pertained to the clear and painful reception of their emotions 
by the participants. The third subcategory was called Useful/Productive. This 
subcategory ranged from the participants description of “helpful pain” to 
experiencing the work during the intervention as more real. Some experiences of the 
intervention were also described as too intense, leaving the client seeking more time 
at the end of sessions to make sense of the evoked emotions. Thus, the fourth 
subcategory was termed Too overwhelmed.  
 
Our third main theme was named Realization: What am I doing to myself? This 
theme was aimed at capturing the clients’ descriptions of how they had established a 
new understanding of the fact that they were actively treating themselves in a 
particular manner. The theme was divided into three subcategories. The first 
subcategory was called Doing something to myself, as most of the participants 
perceived the intervention as something that was being “done” to the self rather than 
simply “talked about”. The second subcategory for the third theme was termed 
Agency. Most participants talked about how they somehow realized that they were 
active agents when it came to working on their own experiences. Finally, the 
subcategory Realization pertained to the reported experiences of most participants 
with respect to the realization of their harsh treatment of themselves .  
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4. Discussion 
The aim of this dissertation was to investigate and explore the impact of a 
psychotherapeutic intervention – the two-chair dialogue intervention – designed to 
help clients with mental health conditions to process problematic emotions related to 
destructive self-criticism in a more effective manner. The research involved 
investigating the impact of the intervention with the help of three main questions. The 
first research question focused on how the two-chair dialogue intervention impacted 
the clients’ emotional processes as observed by trained raters. These ratings were 
compared to the readings when the therapist was empathically attuning to the client 
and providing basic Rogerian conditions without the use of the two-chair dialogue 
intervention. The second research question pertained to the effect of the two-chair 
dialogue intervention on the clients’ self-reported symptoms of depression, anxiety, 
and self-criticism in comparison to the baseline phase. The third research question 
was aimed at understanding how the clients’ experienced the two-chair dialogue 
intervention. The discussion in this paper consists of studied comparisons of the 
findings associated with the different research questions.  
4.1 General findings 
The following are the main findings from the three papers with regard to adding the 
two-chair dialogue intervention to basic Rogerian conditions and empathic 
attunement to affect (baseline phase):  
1. The phase where the two-chair dialogue intervention was added is associated 
with a high number of high-arousal episodes in comparison with the baseline 
phase. The phase with the two-chair dialogue also showed a significant 
substantial increase in experiencing, albeit not significantly more than solely 
the baseline phase. 
2. The phase where the two-chair dialogue intervention was added is associated 
with a greater reduction of symptoms of anxiety and depression in comparison 
with the baseline phase. The reduction in depressive symptoms seems to be 
mainly somatic-affective symptoms, not cognitive symptoms. The two-chair 
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dialogue intervention is also effective in reducing the tendency of self-
criticism, albeit not significantly more than solely the baseline phase.  
3. The two-chair dialogue intervention is perceived by many of the clients as 
both challenging and helpful. It aids in the creation of a different 
understanding of how the clients’ treat themselves. For research question 3, no 
explicit comparison was done with the baseline phase.  
 
The main findings from each of the three separate studies are discussed in the 
respective papers 1, 2 and 3. In the following, a comparison of the findings from the 
three different papers will be discussed. When comparing the results from different 
papers, there are a several interesting findings with important implications that help 
in understanding the impact of the two-chair dialogue intervention: First, there is a 
possible discrepancy between the significant reduction in self-reported symptoms, 
while the change in emotional arousal and experience is less clear. Second, a similar 
finding is that the baseline phase seemed to consist of emotional processing that was 
comparable to the second phase, involving a generally high arousal with an increase 
in experiencing but no significant change in symptoms. Third, the emotional intensity 
and the pain that most clients reported from using the two-chair dialogue intervention 
did not coincide with the fact that there was only a slight increase in arousal for this 
phase. Finally, on one hand, many clients reported quite aversive emotional 
experiences related to both going into and working with the intervention (painful, 
draining, intense), and on the other hand, they reported a reduction in their former 
symptoms. These comparisons will be discussed below.  
4.2 Change in symptoms, not as much in process 
measures 
The clients’ self-reported reduction of the symptoms was significant after the 
introduction of the two-chair dialogue intervention, while the change in the process 
measures was less clear. Although not explicitly tested in this research project, it was 
an underlying assumption that the symptoms would be reduced as a result of 
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improved emotional processing. However, analyses shows that the symptoms were 
reduced in the phase were the two-chair dialogue was used, but there was no clear 
improvement in the emotional processing. There are two main possibilities that can 
account for such a discrepancy. One of them is that the observer ratings did not 
accurately pick up the client’s emotional processes, for instance, due to lack of 
sensitivity in the rating scales or systematic rating errors. However, concerning 
sensitivity, since both scales have previously been found to detect the changes in the 
clients’ processes (Boritz, Angus, Monette, Hollis-Walker, & Warwar, 2011; 
Missirlian et al., 2005; Pascual-Leone & Yeryomenko, 2016; Pos et al., 2017; Pos et 
al., 2003; Watson & Bedard, 2006), it is not likely that the scales lack sensitivity for 
detecting the processes in question. On the other hand, concerning systematic rating 
errors, it is would be possible that there were rating errors due to the lack of proper 
training of the raters, thereby leading to inaccurate rating. However, for this study, all 
raters had to show good interrater reliability with the pre-set “gold standard”. The 
gold standard was set by two expert raters who developed the Client Emotional 
Arousal Scale III and who were highly familiar with the Experiencing Scale. Also, 
interrater reliability remained decent throughout the rating procedures. Therefore, if 
both these observations are taken into consideration, it is unlikely that these findings 
were a result of inaccurate measures or rating procedures.  
 
Another major explanation could be that the reduction in symptoms was due to other 
processes than those identified by the Client Emotional Arousal Scale III and the 
Experiencing Scale, indicating that the change in symptoms could be better explained 
by other processes than arousal and experiencing. Previous research on EFT has 
related both arousal (Carryer & Greenberg, 2010; Missirlian et al., 2005; Pascual-
Leone et al., 2016; Pos et al., 2017; Watson, 1996) and experiencing (Clarke & 
Greenberg, 1986; Greenberg & Clarke, 1979; Hendricks, 2009; Pascual-Leone & 
Yeryomenko, 2016; Pos et al., 2003) to symptom outcome. However, some of those 
studies were conducted on a larger sample size. It is possible that this study lacked 
the power to detect subtle but clinically relevant changes in the clients’ processes. It 
is also possible that looking solely at arousal and experiencing is not a sufficiently 
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nuanced investigation. For instance, neither arousal or experiencing completely 
captures whether the client is particularly aware of visceral signals, whether they are 
accepting of such signals, or whether the expression relates to the most pertinent 
signals. Still, one could argue that experiencing is not possible without these 
processing constituents. 
 
EFT theory suggests that adaptive emotional processing is characterized by more than 
arousal and experiencing. Two other aspects are also highly relevant. First, 
productive emotional processing is characterized by processing primary emotions, not 
secondary emotions (Greenberg & Paivio, 1997). Also, it is assumed that productive 
emotional processing happens in a specific sequence, where the client moves from 
secondary emotions, via primary maladaptive emotions, to adaptive emotions 
(Pascual-Leone & Greenberg, 2007). Although this sequencing does not happen in a 
linear fashion, research supports the notion of this kind of emotional processing 
sequence in a two-steps-forward, one-step-back-manner (Pascual-Leone, 2009). It is 
therefore possible that the analysis in this study was not fine-grained enough, or high-
powered enough, to pick up other important emotional processes that would have 
given a clearer picture of the changes that occurred in the clients’ processes.  
 
As mentioned in the introduction, prior research has suggested elements in emotion 
processing that span across approaches, such as awareness of emotional signals, 
acceptance/allowance of emotions, and verbal expression of emotions. Even though 
the Experiencing Scale can be said to detect some of these elements, perhaps even 
more specific scales are needed to identify such data. Furthermore, if this assumption 
is right – that emotional processing comprises different elements – it might also be 
the case that different clients have different specific processing difficulties during 
therapy. For instance, one client might struggle with the awareness of bodily signals, 
while another might have a hard time with verbal symbolization of emotions. The 
results from both paper 1 and paper 2 suggest that the clients undergo varied changes 
as a result of the same intervention. There is a possibility that a better understanding 
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of the clients’ emotional processing difficulty during therapy could help the therapist 
adjust the interventions to the clients’ needs in more effective ways.  
 
Another possible ground for the decrease in symptoms, without an equally clear 
increase in processing quality, might be different mechanisms than those specified in 
EFT. Other approaches suggest different change mechanisms than EFT, and it is 
possible that the reduction in symptoms could be better explained by other 
mechanisms. For instance, in classical cognitive therapy, one is interested in 
challenging the client’s dysfunctional believes (Beck, 1979), and in the more recently 
developed meta-cognitive therapy, the focus is on helping the clients modify the 
manner in which they relate to their own thoughts (Wells et al., 2009). It is possible 
that the two-chair dialogue intervention, where the clients express their thoughts and 
feelings about themselves loudly to themselves before responding to them, might 
impact both their dysfunctional believes and their manner of relating to their own 
cognitions. From the qualitative interviews, some of the clients’ highlighted the 
importance of realizing how they were treating themselves. This might indicate a 
change in the cognitive or meta-cognitive components.  
 
It might also be the case that attentional processes, as suggested in both meta-
cognitive approaches and mindfulness-based approaches, could explain the abatement 
in the symptoms. A common assumption in these approaches, is that training in 
attentional exercises (through becoming aware of ones’ own thoughts and feelings 
and relating to them in less reactive and rigid ways) can lead to an enhancement in 
the ability to recognize and decenter from depressogenic processes. This might lead 
to a new meta-awareness and increased ability to treat one-self more compassionately 
and less harshly (van der Velden et al., 2015). It could be that such meta-cognitive 
mechanisms are active in the explanation of symptomatic change in the two-chair 
dialogue. For instance, it is possible that the process in this the two-chair intervention 
helps the client evoke depressogenic processes and decenter by viewing the process 
from another chair, thereby making it easier for the client to get in touch with a more 
compassionate perspective and empathy for the self.  
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4.3 Good processing in the baseline phase, but no change 
in symptoms 
The rating of the clients’ processes during the baseline phase, consisting of a 
generally high degree of arousal and an increase in experiencing throughout the 
phase, indicated good emotional processing. This means that the conditions during 
this phase (basic Rogerian conditions and attunement to affect) contributes to 
emotional arousal and contributes to helping the client to explore this arousal. Apart 
from a higher number of high-arousal episodes, no significant difference in emotional 
processing during the comparison of the two phases was found. Still, there was not a 
significant reduction of symptoms in the baseline phase, while in the phase which 
included the two-chair dialogue, a significant drop in the symptoms was observed. 
Apart from assumptions about the lack of reliability and validity of the measures, 
which is discussed in a later section, there are other possible explanations for this 
finding. One explanation is that the lack of abatement in symptoms in the baseline 
phase might simply be due to the fact that this was the initial phase. 
Methodologically, this is attempted to be dealt with by employing various lengths of 
baseline. No statistical differences were observed between the clients who had 5, 7 or 
9 sessions of baseline treatment when the second phase of treatment was initiated, 
making it less likely that a lack of change in symptoms in the first phase was simply 
due to it being the former of the two. Nevertheless, it is possible that the emotional 
processing seen in the baseline phase somehow contributed to the change processes in 
the second phase. This would be in line with what is suggested in the EFT manual 
(Elliot et al., 2004) with regard to ensuring a safe therapeutic relationship before 
moving to the active processing. Perhaps, creating safety, finding a meaningful goal 
to work towards, and being empathically understood in this process involves an 
elevated emotional arousal and increase in experiencing, albeit not sufficient to cause 
much symptomatic change. If so, the two-chair dialogue, if combined with a safe 
therapeutic relationship, can be said to add to or accelerate the effect of the treatment. 
There might have been important process elements in place during the first phase, but 
only when other process elements were added during the second phase was the effect 
substantial enough to cause a significant drop in the symptoms of anxiety and 
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depression. Particularly, it seems like adding the two-chair dialogue contributed to a 
significant change on somatic-affective symptoms of depression and symptoms of 
anxiety. These findings coincide with EFT-theory, suggesting that although basic 
Rogerian conditions are necessary, the change processes can be further enhanced by 
facilitating emotional processing in a more direct manner. However, self-criticism 
and cognitive symptoms of depression are not as much affected by adding this 
intervention. It is possible that cognitive and self-critical elements require more time 
to change, but it is also possible that an even stronger focus on meaning making could 
accelerate changes in cognitive and self-critical elements. 
4.4 Emotional intensity and pain, but not as much arousal  
When asked about their experiences with the two-chair dialogue, almost all clients 
highlighted that the work was emotionally intense, either describing it as painful but 
useful, physically draining, or as too intense. Although the qualitative interviews did 
not explicitly focus on comparing the two-chair dialogue with the first treatment 
phase, most clients initiated a comparison by talking about an increase in emotional 
intensity after the introduction of the two-chair dialogue in therapy. Even though not 
explicitly tested in this project, we expected that the clients’ experience of emotional 
intensity would also be detected by the Client Emotional Arousal Scale III. This was, 
however, not the case. A possible explanation for this discrepancy is that 
experiencing emotional intensity is not assumed to be identical to emotional arousal. 
Rating emotional arousal requires the rater to read the clients’ external cues, typically 
their voice quality, body language, or facial expressions. Emotions, and thus 
emotional intensity, is, however, a subjective phenomenon that may not be directly 
perspicuous for an observer (Merleau-Ponty, 1969). This implies that objective 
ratings provide a data that is different from qualitative data, even when the same 
phenomenon is being studied. While objective ratings have the advantage of picking 
up cues that are not necessarily obvious to the client, qualitative interviews can 
provide researchers with data that cannot be observed by a rater. These two methods 
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of investigations can therefore supplement each other in the study of emotional 
qualities.  
 
Another possibility is that the clients’ experience of emotional intensity involves 
something more than just arousal. For instance, it is not unlikely that a moderate 
arousal with high awareness is experienced as more intense than high arousal with 
low awareness. Similarly, it is possible that emotional experiences are more intense if 
coupled with a congruent verbal expression. Yet another explanation suggests that the 
clients’ referrals to emotional intensity might have been about a few, short-lasting 
moments or episodes rather than a general increase in emotional arousal. If so, this 
coincides with the fact that there were only a few more high-arousal episodes in the 
phase with the two-chair dialogue intervention, but an increase is not observed in the 
clients’ arousal trajectories. It also coincides with the fact that episodes are often 
better remembered during activation of emotion (Labar, 2015). Again, a more 
nuanced or high-powered investigation might be needed to explore these postulations.  
4.5 Emotionally awkward, painful and draining, but it 
reduces symptoms 
Although not necessarily a discrepancy, it is interesting that most of the clients 
reported their experiences with the two-chair dialogue as awkward, emotionally 
painful, and intense, and at the same time, their self-reported symptoms subsided. At 
first sight, it might look like an oxymoron that aversive emotional experiences could 
coincide with a reduction in the symptoms of distress. However, this change, and thus 
symptom reduction, can also be seen as a result of processing painful emotions, as 
proposed in EFT theory. In EFT, one assumes that change, and thus the reduction in 
symptoms, is a result of processing painful emotions. More specifically, it is assumed 
that the client needs to activate and get in touch with maladaptive emotions in order 
to process and change them. As mentioned earlier, maladaptive emotions are assumed 
to stem from emotional injuries sustained in the past. Change, as proposed in EFT, 
therefore inevitably involves emotional pain and intense experiences, as this 
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assumedly makes previously learned emotional patterns more readily available for 
new correction and change.  
 
The fact that the emotions, which the therapist is trying to help the client get in 
contact with, are painful might also shed light on the clients’ reported experiences of 
hesitation or awkwardness about initial engagement in the intervention. Both in EFT 
and in other approaches working explicitly with emotional change processes, it is 
hypothesized that the clients often avoid painful emotions, even though it is 
therapeutic to get in touch with them (Abbass et al., 2013; Fosha, 2001; Greenberg, 
2002; Monsen & Monsen, 1999; Vaillant, 1997). Thus, when the therapist suggests 
interventions that the client knows will involve emotional pain, it is reasonable to 
expect hesitation or reluctance on part of the clients. It might also be the case that 
overcoming this reluctance is crucial for change to occur. Reversely, not engaging in 
the interventions or not being able to overcome the reluctance might be associated 
with lack of change.  
 
Even so, one could expect the access to emotional pain to lead to increased 
symptoms. For instance, it would be reasonable to expect that getting in touch with 
maladaptive shame that stems from experiences of being bullied or humiliated could 
lead to a temporary increase in symptoms indicating depression. This might of course 
be the case for some clients, but for this sample, working with the two-chair dialogue 
and experiencing it as intense and painful was at the same time associated with a 
decrease in symptoms. It is noteworthy that it was the symptoms of anxiety and 
somatic-affective aspects of depression that showed significant reduction. To a great 
extent, both these scales refer to psychological elements that imply bodily arousal. 
One interpretation of the fact that bodily arousal decreased while clients experienced 
more emotional pain is that avoiding painful emotions increases bodily arousal, while 
allowing or being receptive to painful emotions leads to a decrease in bodily arousal. 
This is in accordance with an increasing amount of research suggesting that staying in 
touch with ones emotions is related to mental health (Berghoff et al., 2017; 
Campbell-Sills et al., 2006; Duschek et al., 2017; Duschek et al., 2015; Ford et al., 
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2017; Graham et al., 2008; Lavalekar et al., 2010; Niles et al., 2014; Roberton et al., 
2015).  
4.6 Methodological issues  
4.6.1 Reliability 
For paper 1, we used two observer rating scales. The raters were tested both against 
gold standard (needed to prove ICC > 0.6) and against their rating partner during the 
actual rating of material. ICC scores for the Client Emotional Arousal Scale III 
averaged at 0.8 (SD = 0.12), ranging from 0.48–0.97. For the Experiencing Scale, the 
ICC-scores averaged at 0.82 (SD = 0.09) and varied from 0.52–0.92. For paper 2, 
only well-known measures with good psychometric properties were employed. The 
FSCRS was translated from English to Norwegian, but internal consistency seemed to 
be good for the translated version, with Cronbach's alpha measured before treatment 
0.89, that after baseline 0.90, and the value measured after treatment 0.90. Thus, no 
major reliability issues were encountered.   
4.6.2 Validity and generalizability  
In order to make inferences about internal validity in experimental designs, one has to 
show covariation between the dependent and the independent variables, prove that the 
change on the dependent variable comes after an alteration of the independent 
variable, and keep other conditions in the experiment stable (Shaughnessy, 
Zechmeister, & Zechmeister, 2009). Usually, a randomized controlled trial is used to 
ensure high internal validity in experimental designs. For the purpose of deducing 
whether the use of the two-chair dialogue intervention increased emotional 
processing and reduced symptoms, a multiple baseline design was applied (Kazdin, 
2011). There are advantages and disadvantages with this design when it comes to 
internal validity. For instance, with the use of multiple lengths of baseline, one can 
alter the independent variable at different times and see if the dependent variable 
changes solely with change in the independent variable. This establishes whether 
there is a covariation and whether the dependent variable changes after the 
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independent variable. However, as this design has always changed the independent 
variable in a certain order – first the Rogerian conditions and then the two-chair 
dialogue – it is less clear whether the dependent variable changes due to the altering 
of the independent variable or due to passing of time. This could have been dealt with 
by altering the sequence in which the different conditions were administered or by 
taking into consideration one group where the dependent variable did not change. 
Several possibilities were considered for the same. The first option was eliminated 
due to ethical reasons, where introducing emotionally evocative interventions before 
establishing a relationship that felt safe could have had adverse effects on the clients. 
The second option, having a group where the dependent variable did not change, was 
rejected due to cost-benefit assessments. It is believed that using three different 
baselines, where the longest baseline was almost twice as long as the shortest, should 
suffice to draw inferences about whether the alteration of the independent variable 
co-varied and preceded a significant change on the dependent variable (Kazdin, 
2011). Also, the chosen design ensured that all the clients received the intervention 
that was assumed to be beneficial.  
 
External validity refers to the degree that findings from a study can be applied to 
individuals, settings or contexts that are not confined to the research setting 
(Shaughnessy et al., 2009). There are several aspects of external validity. First, if the 
setting in which the data was collected is similar to the setting in which the findings 
are meant to be generalized to, the external validity increases. In this study, the 
setting is naturalistic, indicating that the phenomenon in question is studied in the 
same setting as the one it is meant to be generalized to. However, a possible threat to 
the external validity in this project is the fact that the independent variable was 
subjected to experimental manipulation during treatment. After the assigned baseline 
period, the therapists were instructed to apply an intervention for five consecutive 
sessions. This is dissimilar to how EFT usually works, thus affecting the external 
validity. Normally, the therapist applies interventions based on the client’s process 
markers and not on the number of passed sessions. This manipulation of the 
independent variable might have confounded both the therapists’ and the clients’ 
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processes. However, in a bargain between the external validity and sufficient 
manipulation of the independent variable, we chose to instruct the therapists to apply 
the intervention irrespective of the presence of a marker. This gave us the opportunity 
to test our research question by increasing the frequency of the intervention we 
wanted to investigate, but also at the expense of external validity, and thus possibly 
the degree of generalizability.  
 
Another aspect of external validity that pertains to all three papers has to do with 
whether the clients in the study are representative to the population that might seek 
this kind of treatment. There are two major aspects about this population that might 
have an impact on the generalizability of the findings. First, a rather small sample 
size was used. Small sample sizes increase the risk of a sample that is non-
representative to the general population. Also, the clients in this sample were not 
formally diagnosed, as the treatment program in which they took part did not require 
a formal diagnosis, thus making it more difficult to know for whom the findings 
might apply. However, the results could be generalized to the problem area of 
destructive self-criticism, regardless of formal diagnosis.   
 
For paper 3, we used a qualitative methodology. Although quantitative methods try to 
rule out individual differences in order to find a mean value for a population, in our 
qualitative analysis in paper 3, we were interested in both the broad diversity of the 
participants’ experiences and the commonality across the sample. This provided us 
with a possibility to comprehend our quantitative findings in a broader sense. 
Qualitative research should be evaluated with criteria that are appropriate for this 
method of investigation rather than according to the criteria developed for 
quantitative methods (Smith, Flowers, & Larkin, 2009). Stige, Malterud, & 
Midtgarden (2009) have suggested seven criteria to be used in evaluating qualitative 
methodologies. These are Engagement, Processing, Interpretation, Critique, 
Usefulness, Relevance and Ethics. The first three criteria are connected with the 
various forms of reflexivity in the research process. Engagement refers to the fact that 
the researcher in qualitative methods needs to be aware of the fact that he or she 
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interacts with the subject of investigation with preconceptions. In this study, it is 
particularly important to note that the main researcher was involved and engaged in a 
clinic that teaches EFT to other clinicians. Researcher allegiance thus becomes an 
issue. Partly, this was dealt with by employing co-researchers who were not involved 
in EFT and by excluding the main researcher from conducting interviews with the 
participants. The criterion Processing, interpretation, and critique has to do with the 
fact that the qualitative researcher is initiating, planning, analyzing, and interpreting 
the material in question and that this is being done with a preunderstanding. In this 
study, this was dealt with by aspiring to be reflexive regarding the context of the 
study, on the researchers possible preconceptions, and on how the analysis was 
conducted. For details, see the Method section and the Researchers reflexivity in 
paper 3. Usefulness is about “the impact of the qualitative study in relation to real-
world problems in various ways” (p. 1511), while Relevance is about “how the study 
contributes to development of the involved discipline(s) or interdisciplinary field” (p. 
1511). These two criteria are discussed under the section Implications for clinical 
practice and in the Discussion, where we compare the findings drawn from the 
qualitative and the quantitative studies. The final criterion, Ethics, encourages 
qualitative researchers to be highly aware of how their research impacts the 
participants, the population for which the study applies, and for the community at 
large. For this project, these concerns are covered under the section Ethical 
considerations. 
4.7 Limitations and suggestions for future research  
Methodologically, there are some limitations to the generalizability of the findings. 
Mainly, this has to do with low sample size and the manipulation of the therapeutic 
conditions. A larger sample size with a marker based application of the intervention 
would have improved generalizability. That is, studying the two-chair dialogue 
intervention when it naturally appeared in a treatment, rather than imposing the 
intervention regardless of markers. Also, to rule out the possibility that results were 
due to the sequence in which the interventions were administered – Rogerian 
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conditions, then the two-chair dialogue – one group of clients could have received 
Rogerian conditions throughout both phases.  
 
A more nuanced investigation of emotional processes could have provided a clearer 
image of the discrepancy between the drop in symptoms and the rather small 
alteration in the emotional processing. Future research could investigate both the 
quality of emotional arousal (secondary/primary, adaptive/maladaptive) and the 
sequence in which the processing occurs. This would expound the work of other 
researchers (Auszra et al., 2013; Greenberg et al., 2007; Herrmann et al., 2016; 
Pascual-Leone, 2009; Pascual-Leone, Gillespie, Orr, & Harrington, 2015; Pascual-
Leone et al., 2016). In addition, future research could take into account the clients’ 
processing style or processing ability when starting therapy. By doing this, more can 
be learnt about how specific processing difficulties can be understood and overcome.  
 
Future research could also look into the discrepancy between the clients’ reports of 
emotional intensity and how it fits with emotional arousal. As the clients’ reporting in 
this study is based on the interviews that took place weeks after the intervention, it 
might not have captured the nuances of the very moments that were intense and 
painful. As time passes, the recollection becomes more general and holistic. It is 
possible that investigating the clients’ experiences right after the session would allow 
for a comparison of the qualitative experience and the observer rated process. For 
instance, one could use Interpersonal Process Recall (Elliot, 2010), where after the 
session, the researcher shows the client the taped session, stops the tape at points of 
interest, and questions the client about their experience.  
 
In this study, we did not enquire into or measure the clients’ process between 
sessions. It is plausible that emotional processing is either enhanced or hindered by 
what transpires between the sessions. For instance, some clients might need relational 
support to continue their processing of difficult emotions between sessions, while 
others might need distractions or help to step out of this process for optimal 
processing. Also, life circumstances or incidents that occur between sessions might 
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be crucial for the clients’ ability to deal with the processes brought up in therapy. 
Between-session aspects could be included as possible mediators or moderator for the 
outcome.  
4.8 Implications for clinical practice  
Results from this study suggest that adding the two-chair dialogue to basic Rogerian 
conditions and empathic attunement to affect is an effective method for abating the 
symptoms of common mental health conditions. Both the Rogerian conditions alone 
and the addition of the two-chair dialogue help the client to activate, make sense of, 
and symbolize their emotions in a meaningful manner. However, the addition of the 
two-chair dialogue is associated with increased high-arousal episodes. As it is 
important that the clients engage actively in the suggested interventions, clinicians 
using this method should pay special attention to the fact that the intervention might 
be considered as awkward or at least view it as an obstacle that has to be overcome. It 
is likely that many clients will benefit from therapy in overcoming their tendency to 
avoid confrontations with painful emotions. It is plausible that this intervention 
provides a structure to overcome experiential avoidance, but the threat that is 
embedded within an experiential approach toward emotional pain means that the 
therapist should empathize and support the client during this particular part of the 
process. As the intervention is emotionally intense and most likely brings to the 
surface painful emotions, special attention should be paid to the working alliance and 
the clients’ feelings of safety, not only in the initial engagement, but throughout the 
process. Also, it seems like the evocativeness of the intervention leads some clients to 
feel confused or concerned after the sessions. When therapists are successful in 
helping clients get in touch with intense emotions through two-chair dialogue 
interventions, they should save some time at the end of sessions to help the clients 
make sense of their experiences during the intervention and provide a meaningful 
framework for understanding how these experiences may be relevant to address the 
client’s current problems. In addition, therapists should help the clients become better 
aware of what they might need right after the session and how to take care of 
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themselves between sessions in the best possible manner. This is particularly 
important, since it is possible that some clients are in too fragile a state to utilize and 
make sense of this intervention. A good assessment of the client’s existing ability to 
utilize emotionally evocative interventions becomes important. Finally, as the 
intervention seems particularly effective on symptoms that involve bodily arousal, 
therapists could also help the clients prepare for this by providing proper 
psychoeducation about the impact of the intervention.  
 
It is also noteworthy that the program from which the participants were recruited was 
aimed at reducing the need for sick leave. It is a possibility that for some participants, 
using these emotionally evocative techniques might lead to a temporary increase in 
distress and a decrease in their ability to function at the work place. In such cases, the 
therapists should assess the client’s need for balancing emotional processing with 
functioning at work. It might also be of importance to strengthen the client’s 
repertoire for dealing with increased distress between multiple sessions.  
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5. Conclusion 
The aim of this dissertation was to investigate and explore the impact of a 
psychotherapeutic intervention – the two-chair dialogue intervention – designed to 
help clients with common mental health difficulties to process problematic emotions 
related to destructive self-criticism in a more effective manner. The research project 
investigated the impact of adding the two-chair dialogue intervention to basic 
Rogerian conditions and empathic attunement to affect on the following: 1) the 
clients’ emotional processing (arousal and experiencing), 2) the clients’ symptoms of 
anxiety, depression and self-criticism, and their 3) experience of using the two-chair 
dialogue intervention. The participants were all selected due to the fact that they 
displayed destructive self-criticism and showed symptoms of anxiety and depression. 
For the purpose of answering research question 1 and 2, we utilized a multiple 
baseline design. This allowed us to introduce the two-chair dialogue intervention at 
different times. In the first phase, the therapist focused on alliance building, empathic 
attunement to affect, and therapeutic presence and genuineness. In the second phase, 
the two-chair dialogue intervention was added to these conditions. We then 
investigate whether the intervention had a significant impact on the quality of the 
clients’ emotional processing and on their symptom levels.  
 
In paper 1, we found that emotional arousal was high throughout both phases and that 
the second phase contained a significantly higher number of high-arousal episodes as 
compared to the first phase. The clients’ depth of experience increased throughout 
both phases. However, contrary to our expectations, adding the two-chair dialogue to 
the basic Rogerian conditions did not lead to a significant increase in experiencing. 
Emotional processing in the second phase thus showed a smaller alteration than what 
we had expected, perhaps due to an already substantial processing quality in the first 
phase. This indicates that both the phase with basic Rogerian conditions and the 
phase were the two-chair dialogue was added, contributes positively to clients ability 
to activate, attend to and appraise their emotions.  
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In paper 2, we found that the clients’ symptoms of anxiety and depression were 
significantly reduced. Taking a close look at the symptoms of depression, we deduced 
that it was particularly the somatic-affective components that accounted for this 
change. Contrary to our expectations, destructive self-criticism was not reduced 
significantly more after adding the two-chair dialogue. However, destructive self-
criticism was reduced throughout the entire treatment, indicating that the basic 
Rogerian conditions in the baseline phase were as effective in reducing symptoms as 
the phase with the two-chair dialogue.  
 
Paper 3 explored the clients’ experiences with the two-chair dialogue. Their 
experiences were captured in three main themes that were named; Talking to a chair: 
An obstacle to overcome; Heavy, intense, horrendous, and nice; and Realization - 
What am I doing to myself? It thus seems like the clients found it difficult to 
overcome the awkwardness of talking to oneself in an empty chair. However, once 
they were engaged in the intervention, it was perceived as an emotionally intense, 
draining, but also helpful experience. They also reported that using the intervention 
changed the manner in which they understood or related to certain parts of 
themselves, for instance, by realizing the harshness of their self-criticism.  
 
The findings in this dissertation suggest that the two-chair dialogue intervention is an 
effective way of helping self-critical clients become less anxious and less depressed. 
It is less clear how the intervention impacts clients’ emotional processes, but the 
clients’ emotional arousal and depth of experience throughout the entire therapy 
process suggests that both basic Rogerian conditions and the two-chair dialogue 
intervention were effective in helping clients’ process painful and distressing 
emotions. A more nuanced investigation of the clients’ emotional processes during 
this intervention seems required. A better understanding of how different clients 
might need somewhat different process facilitation at different times, might also lead 
to a more detailed guideline for the therapists to help clients process difficult 
emotions using the two-chair dialogue intervention.  
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Processing of difficult emotions is assumed to be of importance in therapeutic change. In this 
study we examined whether the use of a two chair dialogue as used in Emotion-Focused 
Therapy (EFT), was associated with a change in emotional processing, comprising emotional 
arousal and emotional experiencing. In a multiple baseline design, 20 clients in treatment for 
depression or anxiety first received 5, 7 or 9 weekly sessions of baseline treatment resembling 
basic Rogerian conditions. In the second phase, the two-chair dialogue intervention was added 
for 5 consecutive sessions. All sessions where rated using The Client Emotional Arousal 
Scale III and The Experiencing Scale. Analysis indicated that there was a significantly higher 
number of high-arousal episodes in the active component phase, but the individual clients’ 
change trajectory was not significantly steeper in the second phase. Experiencing increased 
continuously throughout both phases of treatment. However, the change trajectory after 
introducing the two-chair dialogue was not significantly steeper than for the baseline phase. 
These findings suggest that both the two-chair dialogue and basic Rogerian condition, is 
effective in facilitating emotional processing. The two-chair dialogue is confirmed as an 
emotionally evocative intervention. Implications and limitations are discussed.  
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There is an increasing amount of support for the notion that emotional processing is an 
important trans-diagnostic change mechanism in psychotherapy (Campbell-Sills & Barlow, 
2007; Castonguay & Hill, 2012; Diener, Hilsenroth, & Weinberger, 2007; Kramer, Pascual-
Leone, Despland, & de Roten, 2015; Town, Salvadori, Falkenström, Bradley, & Hardy, 2017; 
Whelton, 2004). Emotional processing is often defined as comprising the following 
components; activating emotions, becoming aware of emotions, allowing emotions and 
symbolizing emotions (Coughlin Della Selva, 2006; Foa & Kozak, 1986; Greenberg, 2012; 
Monsen & Monsen, 1999). Within several psychotherapeutic theories there is a prevailing 
view that problematic life events has the potential to hinder healthy emotional processing, and 
thereby creating enduring symptoms of psychological distress (Abbass & Town, 2013; 
Barlow, Allen, & Choate, 2004; Fosha, 2001; Greenberg, 2002; Thoma & McKay, 2015). 
Different theoretical approaches specify interventions that are meant to help clients overcome 
difficulties in processing emotions. It is of interest to figure out whether such emotionally 
focused interventions are successful in facilitating emotional processes in accordance with 
what is theoretically expected.  
 
Emotion-Focused Therapy (EFT) is one psychotherapeutic approach where emotional 
processing is assumed to be the one of the main mechanism of change (Greenberg & Watson, 
2006a). EFT-theory suggests several necessary steps in a successful therapeutic change 
process. Firstly, emotional processing can only be facilitated within a safe therapeutic alliance 
where the therapist empathically explores and validates the client’s process. When such 
conditions are provided, particularly two basic aspects of emotional processing are considered 
to be of particular importance for emotional change to occur. Firstly, emotions needs to be 
aroused, and secondly the client needs to experience the arousal in an attentive manner that 
leads to an adaptive appraisal of the emotion (Greenberg & Bolger, 2001; Greenberg & 
Watson, 2006b). For the purpose of this study, an attentive and adaptive appraisal of an 
emotion will be referred to as experiencing (Gendlin, 1962). Furthermore, it is assumed 
within EFT that emotional processing happens in a nonlinear manner, moving between 
productive and unproductive emotion states (Pascual-Leone, 2009), towards a gradually less 
distressing state (Pascual-Leone & Greenberg, 2007). Such emotional processing can be 




A few studies have investigated emotional arousal in the course of EFT. In a study by 
Missirlian, Toukmanian, Warwar, and Greenberg (2005) results indicated that emotional 
arousal during the middle phase of psychotherapy was of particular importance. Another 
study suggested that emotions needs to be aroused for about 25 % of the time, and that both 
too much and too little arousal is less productive (Carryer & Greenberg, 2010). One example 
of a productive effect of emotional arousal is its contributions in resolving relational injuries 
(Greenberg & Malcolm, 2002). The importance of emotional arousal has also been found in 
other approaches to psychotherapy (Diener & Hilsenroth, 2009; McLean, Asnaani, & Foa, 
2015; Whelton, 2004). However, a couple of other studies suggests that it is not emotional 
arousal in itself, but rather the productive nature of this arousal, that is of importance (Auszra, 
Greenberg, & Herrmann, 2013; Greenberg, Auszra, & Herrmann, 2007). In addition to 
emotional arousal, the way in which clients appraise their emotions is also thought to be of 
central importance in EFT (Angus & Greenberg, 2011). The manner of appraisal is commonly 
measured with The Experiencing Scale (Klein, Kiesler, & Coughlan, 1969). In line with 
previous research on the importance of experiencing (Hendricks, 2009), a recent meta-
analysis by Pascual-Leone and Yeryomenko (2016) concludes that experiencing is an 
important predictor of psychotherapeutic outcome, regardless of psychotherapeutic approach.  
 
One central EFT-intervention that is designed to increase emotional arousal and deepen 
experiencing, is a technique called the two-chair dialogue. This intervention is thought to be 
of particular help when clients display problematic ways of treating themselves, such as being 
self-critical (Shahar et al., 2012; Watson & Greenberg, 1996). The two-chair dialogue is an 
imaginative technique where the goal is to help the clients resolve emotional conflicts that are 
contributing to self-criticism and feelings of being inadequate. This is done by introducing 
two chairs which represent different parts of the client´s own self. In one chair, the client is 
asked to criticize him or herself, and the goal is to activate and arouse maladaptive feelings 
related to the criticism (most often shame). In the experiencing chair, the therapist tries to help 
the client become aware of the aroused maladaptive emotion, and to symbolize and express 
the emotional arousal. Then, the therapist tries to facilitate adaptive emotions (for instance 
anger) in order to transform the maladaptive emotion. This sequencing of emotional 
processes, from global distress to more differentiated use of emotions, has been demonstrated 




Emotional processing, in the form of emotional arousal and experiencing, is assumed to be the 
central route to facilitating change in EFT. In training of EFT-therapists, much focusing is 
therefore given to master the two-chair dialogue intervention. Both EFT in general (Goldman, 
Greenberg, & Angus, 2006; Greenberg & Watson, 1998; Paivio & Greenberg, 1995; Paivio, 
Jarry, Chagigiorgis, Hall, & Ralston, 2010) and the two-chair dialogue in particular 
(Greenberg & Dompierre, 1981; Greenberg & Webster, 1982; Stiegler, Schanche, & Molde, 
2017) has previously been shown to reduce symptoms of distress, more so than empathic 
attunement to affect as a specific psychotherapeutic method. Greenberg and Clarke (1979) 
found that the two-chair dialogue was associated with higher degrees of experiencing 
compared to empathic responses from the counselor. In comparing the two-chair dialogue to a 
cognitive-behavioral counseling intervention, the two-chair dialogue was also favored when it 
came to making difficult decisions (Clarke & Greenberg, 1986). The two-chair dialogue 
intervention has also been proven effective in enhancing self-compassion (Sager & Sherry, 
2005). In a study by  Bohart (1977) chair work was associated with reduction of anger, 
hostility and aggression. There is a need to further investigate if and how the two-chair 
dialogue effects emotional processing in a psychotherapeutic setting. Studies have yet not 
been conducted to investigate whether the two-chair dialogue in itself actually facilitates 




In the present study, we wanted to explore whether the two-chair dialogue intervention was 
associated with two central aspects of emotional processing, that is, emotional arousal, and 
the clients’ ability to attentively appraise such arousal, ie experiencing. We expected that 
adding the two-chair dialogue to a baseline of therapy based on basic Rogerian conditions 
would result in a significantly higher level of clients’ arousal and experiencing. More 
specifically our hypotheses were that the active component phase where the therapist utilized 
the two-chair dialogue intervention would; 
1. lead to an increase in high-arousal episodes, and lead to a steeper growth curve in the 
clients’ measured arousal, and 
2. lead to an increase in high-experiencing episodes, and lead to a steeper growth curve 






In order to investigate whether the two-chair dialogue had an impact on clients emotional 
processing, a multiple baseline design was utilized. This design allows us to administer the 
specified intervention at different times for different clients. Thus, we could investigate 
whether clients emotional processing changed when – and only when – the intervention was 
introduced. If so, the change is more likely to be attributed to the intervention (Kazdin, 2011). 
The treatments were thus comprised of two phases for each client. In the first phase, 1/3 of the 
clients received 5 sessions, 1/3 got 7 sessions and 1/3 got 9 sessions. In the latter phase all 
clients got 5 sessions. This means that the clients in this study got either 10, 12 or 14 sessions. 
This allowed us to compare emotional processes between the two phases by 1) counting the 
number of episodes with high level of arousal and experiencing, and 2) investigating and 
comparing the clients’ change trajectory within both phases. First, each client went through a 
baseline phase consisting of basic Rogerian conditions with an added specific focus on 
empathically attuning to affect. All though these conditions are thought to be effective in 
alleviating distress, it is assumed within EFT that the two-chair dialogue will provide a more 
effective structure for processing emotions. Therefore, in the baseline phase, the therapists 
were instructed not to use chair-work interventions. Clients where assigned to baseline-
lengths of either 5, 7 or 9 sessions. Then, in the second active component phase, the therapists 
were instructed to use the two-chair dialogue for five consecutive sessions. The therapist 
instruction for the two-chair dialogue was in line with Greenberg and Watson (2006a). 
However, in EFT one uses these interventions when the therapist assesses that the client is in 
a self-critical state. This was not the case for this study. Instead, the clients were selected on 
the base of being highly self-critical. So that in the second phase, the therapist introduced the 
theme of self-criticism and suggested working on the self-criticism using the two-chair 
dialogue. Thus, the initiation of the intervention was different from what is usually prescribed 
in EFT. For further details about procedures, see (REMOVED FOR ANONYMOUS PEER 
REVIEW) for details. 
 
Informed consent was obtained from all individual participants included in the study. The 





Twenty-four clients were recruited from a (REMOVED FOR ANONYMOUS PEER REVIEW) 
public treatment program called Return to Work (RTW). The RTW-program is a time limited 
treatment program (maximum 18 weeks) for people who are on sick leave due to common 
mental health issues, such as depression and anxiety. People with severe mental health issues 
are not referred to the program, nor are people who are out of work. Those referred are 
screened using a clinical interview. An experienced clinical psychologist screens interviews 
those referred in order to rule out severe psychopathology, severe substance abuse or people 
who are not motivated for an intensive short-term treatment. In addition to being eligible for 
treatment in the program, the recruited participants for this study also had to have symptoms 
in the clinical range on either depression or anxiety as measured by BDI-II (Beck, Steer, & 
Brown, 1996) and BAI (Beck et al., 1988). Also, they had to be moderate to high on self-
criticism, since the two-chair dialogue is directed at different forms of self-criticism, self-
blame or self-attack. We used the subscale Inadequate Self from The Forms of Self-
Criticising/attacking & Self-Reassuring Scale (Gilbert, Clarke, Hempel, Miles, & Irons, 2004) 
to screen for self-criticism. Exclusion criteria were 1) not eligible for treatment in the RTW-
program, 2) not symptoms of anxiety or depression within the clinical range, and 3) cut off 
below 23 on the subscale Inadequate Self . This cut of was based on an established cut of in 
previous study on the FSCRS scale (Baião, Gilbert, McEwan, & Carvalho, 2015). 
 
Ninety-eight people were referred to RTW by their GP’s during the 6 weeks of recruitment. 
Sixty-four were considered eligible for treatment, out of which 36 agreed to take part in the 
study. Of those who declined, most gave the reason that they were uncomfortable with having 
their sessions video-recorded. As taping of therapy sessions in [removed] is still quite 
uncommon, the number of clients who declined was not surprisingly high. Thirty-six were 
further screened and 24 met the inclusion criteria for the study and were enrolled in the study. 
Three clients dropped out (2 clients abruptly ended treatment, 1 client reported feeling better 
and was therefore not motivated), and for one client the recordings were without sound due to 
technical issues. Thus, 20 treatments were recorded, 14 women and 6 men. Age ranged from 
20-63, with a mean of 38.  
 
Therapists and Therapist Training 
Six clinical psychologists provided the treatment. The therapists had 5-13 years of experience 
(mean, 9,2). Two therapists were male, 4 were female. They had minimum 300 hours of 
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training over minimum three years, and at minimum 20 hours of supervision with an 
experienced EFT trainer. The training in EFT involves fundamental Rogerian conditions as 
well as specific training on attunement to affect and active interventions like the two-chair 
dialogue intervention. Thus, both phases of treatment consisted of conditions in which the 
therapists were sufficiently trained.  
 
Process Measures 
The Client Emotional Arousal Scale III (Warwar & Greenberg, 1999) is a scale used to assess 
the degree of the clients’ emotional arousal. On a scale from 1 – 7, where 1 is no expression 
of emotion and 7 is extremely intense expression, raters assess the emotional arousal based on 
degree of activation by analyzing the clients’ voice quality and body language. Voice quality 
refers to accentuation pattern, pace, contours and speech disruption. Body language refers to 
emotional facial expressions and bodily action tendencies typically associated with emotional 
activation. At level 4, it is assumed that the client reaches a clinically significant level of 
arousal. Increase in emotional arousal as measured by The Client Emotional Arousal Scale III 
has formerly been associated with good outcome (Missirlian et al., 2005; Pos, Greenberg, & 
Warwar, 2009).  
 
The Experiencing Scale (Klein et al., 1969) is a scale designed to evaluate to what degree the 
client is able to stay in touch with and symbolize their internal experience in psychotherapy. 
By analyzing how the client verbalize their experience, the manner rather than the content, 
one can derive the clients’ ability to process and integrate the content of the emotional state. 
The scale describes 7 levels of involvement with inner experience, where 1 is objective and 
intellectual, and 7 is a shift to being in touch with and exploring the emotional experience 
rather than talking about experience through an external description of events. High 
experiencing also comprises a new understanding of oneself. At level 1, the client speaks 
about something abstract or not directly relevant to their experience. At level 2/3, the client 
starts to refer to their inner world, but not speak from their internal world. At level 4, the 
client speaks about his emotional experience. Level 5-7 describes different levels of talking 
about their inner experience in a fresh and explorative manner. The Experiencing Scale 
assumes a clinically significant productive shift once the client reaches level 4. Here, the 
client shifts to start talking from his fluid experience rather than talking about his experience 
as an external description of events. Increase in experiencing as measured by this scale has 
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formerly been related to good outcome in psychotherapy (McLeod, 1997; Pascual-Leone & 




To rate the video-recorded material, 31 undergraduate psychology students were recruited 
from the psychology program at [removed]. The students received 21 hours of training in how 
to observe and rate emotional processes in psychotherapy, using The Client Emotional 
Arousal Scale III (Warwar & Greenberg, 1999), and The Experiencing Scale (Klein et al., 
1969).  The training consisted of both didactics and practical exercises where they rated tapes 
of therapeutic processes. Each rater had to show acceptable interrater reliability (ICC > 0,61) 
(Shrout & Fleiss, 1979) set against a gold standard, before they were allowed to start coding 
the material. The gold standard was set by the developers of the Client Emotional Arousal 
Scale (Warwar & Greenberg, 1999). The rating of the material was conducted in a recently 
established rating laboratory at [removed]. Using the The Observer® XT software, all 
sessions were divided into two-minute segments, and each segment was rated using both 
scales. In order to ensure that raters rated the same emotion category, they were instructed to 
first specify which category of emotions where being rated (sadness, anger, fear, shame, 
positive emotions, fused anger/sadness or fused fear/sadness). Raters were asked to code 
emotion episodes based on action tendencies, words describing an action tendency or words 
describing an emotional reaction (Warwar & Greenberg, 1999). If the raters disagreed on 
emotion category, we used the rating from the rater who was closest to the gold standard. 
Interrater reliability for the participating students was acceptable (average ICC for arousal 
was 0.70, and for experiencing 0,78).  
 
For each client, two raters coded 2/3 of all sessions, making sure there was a 1/3 overlap to 
account for interrater reliability. ICC-scores for The Client Emotional Arousal Scale III 
averaged at 0.8 (SD=0,12), ranging from 0,48 – 0,97. For The Experiencing Scale, the ICC-
scores averaged at 0.82 (SD=0,09) and varied from 0,52 – 0,92. The rating of the material was 
done over a period of 7 months. During this period the main researcher checked interrater 
reliability in order to prevent the raters from drifting, that is, diverging from the fellow student 
whom rated overlapping sessions. If there was a tendency to drift, the main researcher met 
with the raters in question and helped them adjust for further rating. For all segments where 
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the raters diverged, the average of the two values was used. In cases where one rater had ‘no 
data’ and the other rater had a rating, a decision was made to use the value from the one who 
did rate the segment.  
 
For each of the measures, we were interested in clinically relevant changes in the processing 
of emotions. We therefore used two ways of calculating both experiencing and arousal. First, 
we wanted to see if peak arousal and peak experiencing changed from before till after the 
two-chair dialogue was introduced. Secondly, as both scales have a clinically relevant change 
at level 4, we wanted to see if there was an increase in segments where clients reached a 4 or 
above after the two-chair dialogue was introduced.  
 
Adherence 
In order to make sure therapists adhered to prescribed treatment in the two different phases, 
the following measures were taken; video recordings from both phases were randomly chosen 
for inspection; the Working Alliance Inventory, short version, for patients (WAI-S-P) was 
administered before each session detect differences in the alliance between phases; therapists 
completed a questionnaire after each session where they could report deviances. A few 
deviations were recorded; two clients had 6 rather than 7 sessions in the baseline phase. In 
two sessions, two different clients did not engage in the two-chair dialogue as the therapist 
chose to focus on the clients’ more pressing matters. Deviations where handled as missing 
data. See (REMOVED FOR ANONYMOUS PEER REVIEW) for details.  
 
Statistical Analyses 
Two separate tests were applied to detect differences between the phases. First, we compared 
number of high arousal/high experiencing episodes in the two different phases using all the 
clients as a group. In order to test whether the phase containing the two-chair dialogue was 
associated with more frequent high-arousal and high-experiencing episodes, we performed 
analysis using dummy scores where level 1-3 of arousal/experiencing was scored “1”, and 
level 4-7 was scored “2”. We then ran an ANOVA.   
 
Secondly, we wanted to compare the clients’ change trajectory in the two different phases. 
These statistical analysis was conducted using R (Team, 2016). In the analysis, measurement 
occasions (time) were nested within individuals. In order to investigate whether the rate of 
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change in the trajectory was significant in either the baseline phase or the active component 
phase for the dependent variables arousal or experiencing, we analyzed a multivariate two-
level piecewise hierarchical linear growth model. This allowed us to compare growth rates 
during two different time periods. Using a multivariate model with two related outcomes, the 
power is increased in comparison with the use of two independent univariate models 
(Baldwin, Imel, Braithwaite & Atkins, 2014). Furthermore, as we were not interested in 
between individual variation in effects, no person moderators at Level 2 were included in as 
predictors. In the multivariate model, the values for arousal and experiencing are combined 
into a single dependent variable, Yhij, where h indexes the specific outcome variable. Setting 
up the model, we used two indicator variables, dj and qj, where dj =1 for arousal and 0 for 
experiencing, and qj = 1 for experiencing and 0 for arousal. Thus, for both outcomes. Hence, 
for each outcome, within subject change over time at Level 1 was modeled by the equation 
Yti = β0i + β1iX1ti + β2iX2ti + eti. β0 is the intercept or initial status pre-treatment. β1i + β2i 
represent the growth rate (slope) in the relationship conditions alone (baseline phase) and the 
active component phase, respectively. Fixed effects are a mean value or constant for all 
participants (group average), while random effects are scores varying across participants (or 
individual deviations from a fixed effect).  Using linear tests, the slope of the baseline was 
tested against the slope of the active component phase, in order to test if they were 
significantly different from each other.  Due to the low sample size, only random intercept, 
fixed slope models was applied, using a restricted maximum likelihood estimator (REML). 
The model building procedure followed the one described by (Baldwin, Imel, Braithwaite & 
Atkins, 2014).  
 
Fitting the models, the level-1 residuals were inspected for normality (e.g. using qq-plots). All 
residuals were normal distributed. Hence, the distributional assumptions of the models seem 
to be fulfilled.  
 
Results 
Table 1 shows mean and mode values for experiencing and arousal.  
 
Comparison of the two phases revealed a significant difference score for Arousal (M(1) = -
0.34, SD=0.027; M(2)= 0.25, SD=0.018, F=11.9, p < .05), but not for Experiencing. Thus, 
comparing segments in the two phases, analysis suggests that there are significantly more 
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segments with high arousal in the active component phase compared to the baseline phase, but 
not so for experiencing. It thus looks like both phases are effective facilitating emotional 
processing.  
 
The multivariate model presented is a random intercept, fixed slope model, meaning that the 
baseline score were free to vary across the participants, while the slope is a mean average 
estimate. For the dependent variable “arousal 4 or above”, the random intercept in the model 
was 8.32 (SE=0.98), with a nonsignificant fixed slope for the baseline phase (β1i = 0.26, p 
>.05) and also a nonsignificant fixed slope for the active component phase (β1i = 0.11, p > 
0.05).  
 
For the dependent variable “Experiencing 4 or above”, the random intercept was 12.9 
(SE=1.19), with a significant fixed slope for the baseline phase (β1i = 0.52, p < 0.001) and 
also a significant fixed slope for the active component phase (β1i = 0.94, p < 0.001). Testing 
the baseline slope versus the active component phase slope for Experiencing 4+, the 
difference was nonsignificant (diff= -0.40, p = 0.25). See table 2 for details. 
 
For the dependent variable “arousal peak”, the random intercept in model was 4.82 
(SE=0.17), with a nonsignificant fixed slope for the baseline phase (β1i = 0.03, p >.05), and 
also a nonsignificant fixed slope for the active component phase (β1i = 0.011, p > 0.05). For 
the dependent variable “experiencing peak”, the random intercept in model was 5.09 
(SE=0.13), with a significant fixed slope for the baseline phase (β1i = 0.07, p < 0.001) and 
also a significant fixed slope for the active component phase (β1i = 0.13, p < 0.007). Testing 
the baseline slope versus the active component phase slope for Experiencing peak, the 
difference was nonsignificant  (diff= -0.058, p = 0.27). See table 3 for details.  
 
We also modelled the change in WAI‐S‐P for adherence purposes. For the bond component of 
WAI‐S‐P we found a nonsignificant fixed slope for the baseline phase (β1i = −.05, p > .05) 
and for the active component phase (β2i = .18, p > .05). This was also the case when we only 





The present study investigated whether a two-chair dialogue intervention contributed to a 
higher level of emotional processing than therapy comprising fundamental Rogerian 
conditions. More specifically, we investigated whether the two-chair intervention was 
associated with an increase in emotional arousal and experiencing. Regarding our first 
hypothesis, results indicate that the phase with the two-chair dialogue intervention was 
associated with more frequent high-arousal episodes then what was seen in the baseline phase. 
This implies that the two-chair dialogue intervention might be more emotionally evocative 
than fundamental Rogerian conditions. However, comparing the change trajectory for peak 
and mean arousal in each phase, no significant increase was found after introducing the two-
chair dialogue. Also, within each phase, emotional arousal did not significantly increase. Our 
first hypothesis was therefore only partially supported by the fact that there were more 
episodes with high arousal, but results suggest caution in attributing the change in arousal to 
the intervention.  
 
As the two-chair dialogue work intervention is assumed to be emotionally evocative (Paivio 
& Greenberg, 1995), we were somewhat surprised not to see a clearer increase in clients’ 
arousal after introducing the two-chair dialogue intervention. One possible explanation is that 
the basic Rogerian conditions in the baseline phase proved to be more efficient in producing 
emotional arousal than expected. In the baseline phase, the therapists were instructed to 
empathically attune to the clients affect in an accepting and caring manner. As table 1 
suggests, the mean level of arousal in the baseline phase was already moderately elevated at 
3,27. After introducing the two-chair dialogue, the mean level of arousal rose to 3,54. At level 
3, arousal is considered to be mild and in a manner where the client allows the arousal with 
restriction. A level 4, is considered a moderate arousal that is somewhat restricted (Warwar & 
Greenberg, 1999). Thus, there was a substantial amount of high arousal (4 or higher) 
throughout both phases. For the clients in this study, the conditions constituting the baseline 
phase, seems to have been sufficient to facilitate emotional processes. This finding is in line 
with previous research suggesting that being empathically understood by a therapist is 
associated with productive processes in psychotherapy (Elliott, Bohart, Watson, & Greenberg, 
2011; Watson, Steckley, & McMullen, 2014). In light of the evocative nature of the baseline 
phase, the design might have lacked sufficient power to detect possible differences in arousal 




It is also possible that a clearer detection of differences between the phases would require a 
more finely tuned analysis of the emotional processes. Theoretically, it is assumed that clients 
do not have to stay in high emotional arousal for very long in order to process emotions. A 
study by Kramer et al. (2015) suggests that even very short episodes of emotional arousal 
might have significant clinical value. Based on findings by Carryer and Greenberg (2010), it 
might not be necessary with a large increase in amount of high arousal in order to produce 
significant clinical change. For this study, this assumption is supported by the fact that there 
were more frequent high-arousal segments during the active component phase. Also, the 
clients in this study did show a significant decrease in symptoms after the introduction of the 
two-chair dialogue intervention (Stiegler et al., 2017), suggesting that the therapeutic 
processes might have changed with the intervention. It is therefore possible that a rather small 
increase in high-arousal segments might have been of clinical significance. However, it is also 
possible that the increased number of high arousal episodes could be due to the fact that this 
phase came at a later stage in the treatment, making clients more prone to allow emotional 
expression.  
 
Regarding our second hypothesis, we found that the active component phase was not 
associated with more frequent high-experiencing segments than the baseline phase. Also, 
comparing the clients’ change trajectory in each phase, we did not find a significant steeper 
trajectory after introducing the chair work. However, the growth curve for level of 
experiencing increased throughout both phases. This suggests that therapy based on both basic 
Rogerian conditions and an addition of the two-chair dialogue intervention, were successful in 
increasing the clients’ ability to experience and appraise their emotions in an attentive 
manner. As the baseline phase proved to be as effective in increasing experiencing, it might 
be the case that this study lacked power to detect a change in the clients’ trajectories after 
introducing the two-chair dialogue intervention. Previous research has previously 
demonstrated that this intervention is effective in furthering emotional processing (Goldman 
et al., 2006; Greenberg, 1980; Greenberg & Clarke, 1979; Greenberg & Dompierre, 1981; 
Greenberg & Watson, 1998; Paivio & Greenberg, 1995; Pos & Greenberg, 2012).  
 
The results in the present study suggest that both therapy based on basic Rogerian conditions 
(empathic attunement to affect) and therapy adding the two-chair dialogue intervention to 
these conditions, helps clients to explore and make sense of their experience. It is not 
surprising to see that empathically attuning to affect within a good therapeutic alliance can 
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enhance emotional processing. This is in line with theories that point to the importance of 
being empathically understood in order to help the clients explore and make sense of their 
inner processes (Barrett-Lennard, 1997; Rogers, 1961; Watson et al., 2014). Also, there is an 
increasing amount of research stressing the importance of empathic attunement within a good 
alliance when it comes to producing psychotherapeutic change (Bohart, Elliott, Greenberg, & 
Watson, 2002; Castonguay, Constantino, & Holtforth, 2006; Elliott, Greenberg, Watson, 
Timulak, & Freire, 2013; Horvath & Symonds, 1991; Watson et al., 2014). However, it is also 
possible that the results are due to a type II error. When the conditions in the two phases was 
compared as entire treatments, results favored the condition with active chair-work. The 
artificiality that the design imposed on the treatment, while retaining internal validity, might 
have impacted the very process that was being studied.  
 
Even though the findings in our study does not support our hypothesis, the second phase lead 
to an increase in experiencing across sessions, albeit not significantly more than in the first 
phase. Also, the second phase had more frequent high-arousal episodes. This suggests that the 
two-chair dialogue intervention is a useful tool for this aspect of emotional processing. The 
two-chair dialogue intervention invites clients to do or say to themselves explicitly what is 
habitually being done on the inside. This externalizing of an intrinsic process has the potential 
to help clients become aware of what they do to influence their emotional reactions. For 
instance, the clients can become more aware of how they criticizes themselves and the effect 
of this critique. By overtly expressing self-criticism the clients can also discover in a novel 
manner how they contribute to feelings of shame and inadequacy. This is in line with the 
intention of this Gestalt-derived intervention (Perls, 1969). On a similar note, it could be that 
the resolution of an internal conflict between different parts of the self leads to deeper 
experiencing, as suggested in a study by (Greenberg, 1980). The two-chair dialogue might 
also provide a more useful narrative structure, where one part of the self, acts and responds to 
another part of the self. Instead of simply feeling bad, the clients might discover that their 
feelings are consequences of a repetitive sequence of actions. Furthermore, realizing that one 
is an active agent, might render the client accessible to explore experience. 
 
A possible confounding factor in this study is the artificiality of instructing the therapists to 
not intervene in a certain manner for the first phase, and instruct them to use only one 
particular intervention in the second phase. First of all, it excludes other relevant interventions 
that might have been beneficial for the clients’ processes. Secondly, the instructions might 
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have impacted the therapists presence and intuition. Finally, it violates the assumption in EFT 
that it is beneficial for the client to be in a particular state that matches the different 
interventions. Taken together, this might have impacted the clients’ emotional processes and 
thus impacted results.   
 
Conclusion 
In a multiple-baseline design where the clients received a treatment consisting of two phases, 
a two-chair dialogue intervention was associated with a significantly larger number high-
arousal episodes, compared to a treatment phase consisting of basic Rogerian conditions with 
an emphasis on empathic attunement to the clients' emotional processes. However, when we 
comparing the individual clients’ change trajectory in the two phases, there was not a 
significant difference between them. Clients’ depth of experiencing increased in both phases, 
but not significantly more in the phase with the two-chair dialogue. Findings also suggests 
that both therapy based on basic Rogerian conditions, and therapy adding a two-chair 
dialogue to these basic conditions, enhances emotional processing.  
 
Limitations and further research 
This study has investigated the specific effect of a two-chair dialogue intervention on 
emotional processing (arousal and experiencing). It seems like the two-chair dialogue might 
have a potential to produce more frequent episodes of high arousal, but results does not 
support that the intervention leads to a change in the clients trajectories for neither arousal nor 
experiencing. It is therefore uncertainty as to whether the increase in emotional arousal across 
sessions can be attributed to the intervention or to being the latter phase in the treatment. 
Larger studies with more nuanced analysis of emotional processes in the two phases are 
needed in order to make a more robust conclusion. It would also be of importance to 
investigate the clients’ experience of processing emotions within the framework of the two-
chair dialogue intervention, for instance via in-depth interviews of clients who has taken part 
in this intervention. As the two phases also are assumed to diverge in the therapists’ degree of 
directedness, future investigations should include this as a potential mediating variable. With 
a larger sample size, the same design could also include a broader specter of EFT-
interventions, reducing the potentially confounding factor of artificiality in restricting the 
therapists in this phase of treatment. Also, to get a more nuanced picture, one could also 
investigate whether various emotions have higher arousal or experiencing associated with 
18 
 
them. For instance, in the two-chair dialogue, one would expect more maladaptive shame to 
occur, followed by adaptive anger or compassion. One could therefore investigate whether the 
two-chair dialogue was associated with an increase in high-arousal episodes involving shame, 
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Random effects (variance components) 
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Abstract
An increasing amount of research suggests that it is beneficial to work explicitly with emotions in
psychotherapy. Emotion‐focused therapy (EFT) utilizes interventions that are thought to enhance
the evocativeness of emotional processing and facilitate explorations of new meaning. The
purpose of this study was to examine the effect of such an intervention on therapeutic outcome.
The intervention, a two‐chair dialogue drawn from emotion‐focused therapy, was added to the
treatment conditions that consisted of empathically following the clients' emotional processes.
The treatment comprised 2 phases. Using a multiple baseline design, 21 self‐critical clients
(15 women and 6 men) with clinically significant symptoms of depression and/or anxiety first
received 5, 7, or 9 sessions of a baseline treatment focused on alliance building, empathic
attunement to affect, and therapeutic presence and genuineness. A two‐chair dialogue interven-
tion was then added for 5 sessions. The symptoms were measured before each session using
Beck's Depression Inventory, Beck's Anxiety Index, and Forms of Self‐Criticizing/Attacking and
Self‐Reassuring Scale. An analysis using Hierarchical Linear Modelling revealed that the phase
with the two‐chair dialogue had a larger impact on symptoms of anxiety and depression when
compared to the baseline phase. On BDI‐II, there was a greater impact on somatic‐affective
components than cognitive components. Self‐criticism was reduced when we used time as a
predictor for both phases but not significantly more after introducing the intervention. The
results corroborate that the two‐chair dialogue intervention is associated with change beyond
what is shown when relationship conditions alone are being provided. Implications and limitations
are discussed.
KEYWORDS
emotion‐focused therapy, multiple baseline design, two‐chair dialogue
1 | INTRODUCTION
An increasing amount of research suggests that working with emotions
is central in alleviating the symptoms of psychological distress (Foa,
Huppert, & Cahill, 2006; Pos, Greenberg, Goldman, & Korman, 2003;
Whelton, 2004). Various ways of processing problematic emotions
are also thought to be a central mechanism of change across psycho-
therapeutic approaches (Castonguay & Hill, 2012; Diener, Hilsenroth,
& Weinberger, 2007; Norcross & Wampold, 2011). In addition, several
theories and suggested methods, such as intensive short‐term dynamic
psychotherapy (Abbass, Town, & Driessen, 2013), accelerated experi-
ential dynamic psychotherapy (Fosha, 2001), emotion‐focused therapy
(Greenberg, 2002), affect phobia therapy (Vaillant, 1997), and affect
consciousness therapy (Monsen & Monsen, 1999), have been devel-
oped with the specific aim of helping clients process their emotions.
A common basic assumption in the humanistic approaches to
psychotherapy is that psychotherapeutic change, including emotional
change, occurs only when the therapist is successful in providing the
conditions for growth (Elliott, Watson, Goldman, & Greenberg, 2004;
Rogers, 1961). For instance, client‐centred therapy (CCT) cultivates
the art of following the clients' process with precise empathy, genuine-
ness, unconditional positive regard, nonjudgmental attitude, and a
deep dedication to foster the clients' potential to grow within such
Public Health Significance Statement: This study supports the use of a specific
intervention within the framework of emotion‐focused therapy. We found that
facilitating a dialogue between a critical part and a criticized part of one's self
can be more effective than merely being empathically understood by a
psychotherapist.
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a therapeutic environment (Cain, 2010). These conditions have previ-
ously proven to be effective in producing psychotherapeutic change
(Elliott, Greenberg, Watson, Timulak, & Freire, 2013). There is also vast
empirical evidence for the necessity of a good therapeutic bond across
most psychotherapeutic approaches (Norcross & Wampold, 2011;
Wampold & Imel, 2015). In emotion‐focused therapy (EFT), which is
rooted in the humanistic traditions, it is assumed that emotional
processing can be further enhanced if the therapist utilizes specific
emotion‐focused interventions (Greenberg & Watson, 1998). Thus,
emotional processing in EFT is considered to be facilitated both by
empathically attuning to the clients' emotions (following component)
and by therapist‐initiated interventions (leading components) such as
the two‐chair dialogue. When compared to CCT, two previous studies
have favoured EFT as more effective than CCT for depressed clients
(Goldman, Greenberg, & Angus, 2006; Greenberg & Watson, 1998).
Also, particularly in the investigations of the two‐chair dialogue
(Greenberg & Dompierre, 1981; Greenberg & Webster, 1982), the
results suggest that this intervention reduces symptoms of distress
and more so than empathic reflection alone. Furthermore, Greenberg
and Clarke (1979) found that the two‐chair dialogue was associated
with better emotional processing. The two‐chair dialogue has also
been favoured over a cognitive behavioural counselling intervention
in overcoming difficult relational decisions (Clarke & Greenberg,
1986). However, it is valuable to investigate whether specific interven-
tions might be associated with increased effects of treatment, and
more research is needed to further investigate such hypothesis.
The two‐chair dialogue is one of the central interventions that
differentiate CCT from EFT. The two‐chair dialogue intervention is
an imaginative dialogue between different parts of the clients' self—a
criticizing self and a criticized self. When the client criticizes himself
in the session, the therapist invites the client to do so in an imaginative
dialogue wherein two chairs are used to access the different parts of
the self. First, the client criticizes himself explicitly, for instance by
telling himself what a failure he is. Then, he changes chairs and focuses
on how it feels to be criticized. The critique often activates maladaptive
emotions, especially shame. The goal is for the criticized self to assert
itself against the critique with anger. Such assertive anger is thought
to potentially transform the maladaptive shame, thus contributing to a
positive change in the clients' experience of themselves (Greenberg,
2011) and reducing the symptoms of depression and anxiety.
The two‐chair dialogue in EFT is specifically designed to be
employed when clients display destructive self‐criticism. Self‐criticism
is a transdiagnostic phenomenon that is associated with a range of
psychological disorders, including depression (Kopala‐Sibley, Zuroff,
Hankin, & Abela, 2015; Moroz & Dunkley, 2015; Yamaguchi, Kim,
& Akutsu, 2014) and anxiety (Kopala‐Sibley, Zuroff, Russell, &
Moskowitz, 2014; Mandel, Dunkley, & Moroz, 2015). Conversely,
reducing self‐criticism is associated with a reduction in the symptoms
of different kinds of psychological distress (Iancu, Bodner, & Ben‐Zion,
2014; Kelly, Zuroff, & Shapira, 2009; Leaviss & Uttley, 2015; Moroz &
Dunkley, 2015; Shahar et al., 2015). The previous studies suggest that
such imaginative dialogues are an effective way of dealing with the
maladaptive emotions that underlie conditions such as depression,
anxiety, and self‐criticism (Goldman et al., 2006; Pascual‐Leone &
Greenberg, 2007).
1.1 | Hypotheses
In this study, we aimed to investigate the effect on the clients'
outcome when EFT therapists utilized the two‐chair dialogue interven-
tions in the treatment. We hypothesized that the two‐chair dialogue
intervention that is aimed at activating and changing emotions would
lead to a greater reduction in the symptoms of (a) anxiety, (b) depres-
sion, and (c) self‐criticism than relationship conditions alone, wherein




To test our hypotheses, we used an additive component design
(Borkovec, 1990) consisting of two different phases. In the first
phase (baseline phase), the therapists were instructed not to utilize
chair‐work interventions, but only to adhere to the relationship
conditions as prescribed in EFT. The prescriptions comprise empath-
ically attuning to the clients' emotional experience, validating and
reassuring the clients' emotional state, and following the basic
humanistic principles for building and maintaining the therapeutic
relationships, namely, empathy, genuineness, and unconditional
positive regard. In the second phase (the active component phase),
the therapists utilized the two‐chair dialogue intervention as pre-
scribed by Greenberg and Watson (2006). Thus, the only intended
difference between the phases was the addition of the two‐chair dia-
logue in the second phase. The active component phase with the
two‐chair dialogue intervention lasted five sessions and was added
at different points in time for the different clients. This constitutes
a multiple baseline design, which allowed us to investigate whether
the trajectory of the clients' self‐reported symptoms changed when,
and only when, the two‐chair dialogue was added. The multiple base-
line design also enables each client to function as their own control.
This is done by dividing the treatment into two phases for each client
and by using different lengths of baseline treatment, allowing us to
infer that the change in the dependent variable would be due to
the added component (Kazdin, 2011). The number of sessions
offered in the baseline treatment varied across clients in order to
control for the effect of time. The clients were assigned to conditions
of either five, seven, or nine sessions with baseline treatment. The
lengths of the baseline conditions (five, seven, and nine) were chosen
due to two main reasons. First, it is assumed from a clinical perspec-
tive that the first few sessions are necessary to establish a working
alliance (Horvath & Greenberg, 1994). Second, from a methodological
standpoint, the length of the baseline needs to be at least five
sessions in order to stabilize the baseline period (Kazdin, 2011). After
the baseline period, each client received five sessions that involved
a two‐chair dialogue intervention. The reason for choosing five
sessions in the active component part is that the symptoms are not
expected to change immediately after an intervention. Also, five
sessions of the two‐chair dialogue intervention would be sufficient
to stabilize the phase in order to see a linear change in the trajectory
of symptoms.
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2.2 | Participants
In the study, 24 participants were recruited from a Norwegian public
treatment programme called Return to Work (RTW). RTW is a low‐
threshold treatment offered to people who are on paid sick leave
due to common mental health difficulties, which typically are mild to
moderate depression or anxiety. All the clients being considered for
the treatment in this programme must have been referred by their
general practitioner, and all those who are referred are screened
through a clinical interview conducted by an experienced clinical
psychologist. To be eligible for the treatment, the participant needs
to meet the criteria for common mental health difficulties as assessed
in the intake interview. They need to be on sick leave due to the com-
mon mental disorder and be motivated to receive psychotherapeutic
treatment over a maximum period of 18 weeks. People who have
serious mental health issues or lost their jobs or lack of motivation
for treatment are not included in the programme.
The inclusion criteria for enrolment in this study were symptoms
in the clinical range on either depression or anxiety as measured by
BDI‐II (Beck, Steer, & Brown, 1996) and BAI (Beck, Epstein, Brown, &
Steer, 1988). In addition, only participants who were moderate to high
on self‐criticism were included, as the intervention in question is
targeted at self‐criticism. Self‐criticism was measured by the Forms
of Self‐Criticizing/Attacking and Self‐Reassuring Scale (FSCRS; Gilbert,
Clarke, Hempel, Miles, & Irons, 2004) and the cut‐off was set to 22 or
above on the subscale inadequate self, based on the previous research
on this scale (Baião, Gilbert, McEwan, & Carvalho, 2015). The other
two subscales from the FSCRS were excluded as inclusion measures
because the hated self subscale might pertain to more serious mental
health issues (Baiao et al., 2015), and the reassured self subscale seems
to measure the resilience to self‐criticism more than self‐criticism in
itself (Gilbert et al., 2004). The exclusion criteria were effectively the
same as those of the RTW programme and were low in the case of
self‐criticism (below 22 on the subscale inadequate self of the FSCRS).
A total of 98 people, out of which 64 were eligible for the treat-
ment, were referred to the programme in the 6‐week recruitment
period. Out of these 64, 36 agreed to participate in the present study
and signed consent forms. The main reason provided by all the people
who declined to participate in the study was the fact that the therapy
sessions would be videotaped. Taping of therapy sessions is relatively
uncommon in Norway, and so the number of people who declined was
not surprising. The 36 who agreed to participate were contacted for
further screening. Twenty four met the inclusion criteria for the study
and thus subsequently enrolled in it. Three clients dropped out of the
programme, two did not report a reason, and one reported improve-
ment and was not motivated to continue. All the 21 clients who com-
pleted were Caucasians, comprising 15 women and 6 men. Their ages
ranged from 20–63 years, with a mean of 38.2 years. The participants
had an average of 2–4 years of education, and five participants were
uneducated. Seven participants were not in a long‐term relationship,
and five were childless. Out of the 21 clients, 6 had previously received
treatment for depression or anxiety. Furthermore, as the programme
was for people on sick leave, all participants were employed full time.
The study was preapproved by the Norwegian Regional
Committees for Medical and Health Research Ethics.
2.3 | Therapists and therapist training
Six therapists provided the treatment, all of whom were clinical
psychologists with 5–13 years of experience (mean 9.2 years). Two
of the therapists were male and 4 were female. All 6 therapists had
at least 3 years of EFT training (minimum 300 hr) and additional
supervision (minimum 20 hr) with an experienced EFT trainer. In the
EFT training, there is a large focus on the fundamental humanistic
principles that are regarded as necessary for change to occur. Thus,
in addition to being trained in specific active interventions (like the
two‐chair dialogue intervention), all the therapists had had extensive
training in the use of differentiated empathy and alliance building in
accordance with CCT.
2.4 | Measures
2.4.1 | The Forms of Self‐Criticizing/Attacking and Self‐
Reassuring Scale (Gilbert et al., 2004)
The FSCRS is a self‐report questionnaire that is designed to measure
self‐criticism. The respondents are asked to respond on a 5‐point
Likert scale from 0 (not at all like me) to 4 (extremely like me) based on
the degree to which the statement on each item resembles their own
thoughts and feelings. A factor analysis has identified three factors:
inadequate self, hated self, and reassured self. The FSCRS has been
found to show good internal consistency and is congruent with other
measures of self‐criticism (Baiao et al., 2015; Gilbert et al., 2004).
The Norwegian version (Stiegler, Schanche, Vøllestad, & Nielsen,
2015) was translated and back translated by Norwegian psychologists
who were fluent in both Norwegian and English. Cronbach's alpha was
calculated before treatment (0.89), after baseline (0.90), and after
treatment (0.90). For this study, we were mainly interested in the sub-
scale inadequate self. For this subscale, the mean score was 25.24
(SD = 7.42), ranging from 8 to 36.
2.4.2 | The Beck depression inventory‐II (Beck et al., 1996)
BDI‐II is a commonly used 21‐item self‐report instrument that
measures the severity of depressive symptoms. For each item,
respondents are given four options that describe the degree of a
depressive symptom and are asked to circle the most fitting option.
BDI‐II has shown good discriminant and convergent validity and good
test–retest reliability (Beck et al., 1996). Cronbach's alpha was calcu-
lated before treatment (0.84), after baseline (0.94), and after treatment
(0.93). The analysis of BDI‐II suggests two clinically relevant subscales
—a cognitive subscale and a somatic‐affective subscale (Steer, Ball,
Ranieri, & Beck, 1999). The mean score for the BDI total was 24.21
(SD = 9.69), ranging from 13 to 50. For the somatic subscale, the mean
score was 15.05 (SD = 6.02), ranging from 8 to 31. The score on the
cognitive subscale was 8.4 (SD = 4.38), ranging from 3 to 19.
2.4.3 | The Beck anxiety inventory (Beck et al., 1988)
BAI is a 21‐item, commonly used self‐report instrument that is
employed to quantify the symptoms of anxiety. The respondents are
asked to respond to each item on a Likert scale from 0 to 3, indicating
to what degree the statement fits their experience of the symptom.
BAI has demonstrated high internal consistency (Beck et al., 1988).
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Cronbach's alpha was calculated before treatment (0.92), after baseline
(0.96), and after treatment (0.96). The mean score on this scale was
26.02 (SD = 13.89), ranging from 5 to 52.
2.4.4 | The working alliance inventory—Short version
patient (Tracey & Kokotovic, 1989)
WAI‐S‐P is a 12‐item self‐report measure administered to the patient
in order to assess the clients' experience of the working alliance. It is
based on the working alliance inventory (Horvath & Greenberg,
1986), which is a measure of the therapeutic alliance as conceptualized
by Bordin (1979). Bordin stated that the alliance consists of three
elements: agreement on goal, agreement on task, and the therapist–
patient bond (Bordin, 1979). The WAI‐S‐P has four questions for each
of these dimensions of the alliance, and the WAI‐S‐P has shown
decent psychometric properties (Hanson, Curry, & Bandalos, 2002;
Tracey & Kokotovic, 1989). Cronbach's alpha was calculated after the
first session (0.81), after baseline (0.829), and after treatment (0.71).
The mean score on theWAI for the 21 subjects was 60.56 (SD = 11.57),
ranging from 43 to 82.
2.5 | Adherence
Three measures were taken to ensure adherence to both the phases of
treatment: (a) for each client, two video recordings from each phase
was checked to ensure that the therapists did not deviate from the
protocol for each of the two phases; (b) the WAI was administered
to the clients after each session to ensure that there was no systematic
difference in the alliance between the phases; (c) the therapists wrote
and completed a questionnaire after each session, describing what
they did and reporting any deviance from the treatment protocol for
that particular phase. The following deviations from protocol were reg-
istered: Two clients received a shorter baseline period than they were
prescribed (eight instead of nine sessions), and two clients had one
session each where they were supposed to do chair work, but where
the therapist assessed that more pressing matters had to be handled.
All these deviations were handled as missing data (see next section).
2.6 | Missing data
The missing data on single items were handled by replacing the scores
with the subjects' mean on the subscale/scale. This was done for
3.99% of the total items possible. If more than 50% of the items on a
subscale/scale were missing, it was not calculated. In those cases, the
last observation carried forward was used if possible, else the last
observation carried backward. Last observation carried forward and
last observation carried backward were used in 3.05% of all the
possible scores. We chose these conservative procedures for handling
missing data as the overall level of missing data was minor.
2.7 | Statistical analyses
R version 3.4.0 (The R foundation for statistical computing, 2017) was
applied in the statistical analysis. Fixed effects are a mean value or con-
stant for all participants (group average), whereas random effects are
scores varying across participants (like individual deviations from a
fixed effect). In our models, the measurement occasions (time) are
referred to as Level 1, nested within individuals (Level 2). As we were
not interested in the variation in the effects across individuals, no Level
2 predictors or person moderators were included in our models. To
investigate whether the rate of change (“slope”) in the self‐reported
symptoms was significant in either the baseline or the treatment
phase, we analyzed several two‐level piecewise (two‐phase) hierarchi-
cal linear growth models. This allowed us to compare the growth rates
during two different time periods. Hence, individual change within
subject growth over time (Level 1) was modelled by the equation
Yti = β0i + β1iX1ti + β2iX2ti + eti. β0 is the intercept or initial status
pretreatment. β1i + β2i represents the growth rate (slope) in Phase 1
(baseline) and Phase 2 (treatment), respectively. As stated earlier, our
hypotheses concerned the mean difference in the rates of symptom
change between the two phases of treatment. Also, due to the a priori
power estimate and the low sample size, only random intercept and
fixed‐slope models were applied, using a restricted maximum likeli-
hood estimator. Using linear tests post hoc, the baseline slope was
tested against the treatment slope to see if they were significantly
different from each other. The model building procedure followed
the one described by Hox, Moerbeek, and van de Schoot (2010).
Fitting the models, the Level 1 residuals were inspected for
normality (e.g., using qq‐plots). All the residuals were normally
distributed. Hence, the distributional assumptions of the models seem
to be fulfilled.
2.8 | Statistical power
The within‐subject changes are akin to repeated t tests. In the baseline
phase, there are five or more treatment occasions. There are five
measurement occasions in the active component phase. When we
compare the fixed (mean) slopes for the two phases, this is like a
dependent t test within a sample. In a similar study, Goldman et al.
(2006) compared the effect of emotion‐focused interventions with cli-
ent‐centred conditions, and they found effect sizes in the magnitude of
0.54–0.69 (Cohens d), favouring these interventions. Hence, if we
expect a moderate effect (d = .60), alpha set to 0.05 (two‐tailed), and
the power is set to 0.80, we require 24 respondents to complete the
treatment in order to find an effect.
3 | RESULTS
The comparison of mean scores for each condition is summarized in
Table 1.
In the final model for anxiety (BAI), the random intercept was 22.9
(SE = 2.87), with a nonsignificant fixed slope for the baseline phase
(β1i = −.08, p > .05) and a significant fixed slope for the active compo-
nent phase (β2i = −1.20, p < .000). Testing the baseline slope versus
the treatment slope, the difference was significant (β = 1.12, SE = 0.41,
p = 0.006). Thus, for the average participant, the symptoms of anxiety
as measured by BAI were reduced significantly more in the active
component phase than in the baseline phase (see Figure 1 for the
regression lines).
In the final model for depression (BDI‐II), the random intercept
was 22.9 (SE = 2.28), with a nonsignificant fixed slope for the baseline
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phase (β1i = −.03, p > .05) and a significant fixed slope for the active
component phase (β2i = −.60, p < .003). Upon testing the baseline
slope versus the treatment slope, the difference was significant
(β = 0.63, SE = 0.29, p = 0.03). Thus, for the average participant, the
depressive symptoms as measured by BDI‐II were reduced signifi-
cantly more in the active component phase as compared to the
baseline phase (see Figure 2 for the regression lines).
As the two‐chair dialogue is assumed to work via emotional
change, we wanted to further explore if the somatic‐affective items
changed more than the cognitive items on the BDI‐II. For the cognitive
subscale, the random intercept in the final model was 7.52 (SE = .98),
with a nonsignificant fixed slope for the baseline phase and the active
component phase (β = −0.16, SE = 0.08, p = .044). Upon testing the
baseline slope versus the treatment slope, the difference was signifi-
cant (β = 0.63, SE = 0.29, p = 0.03). Upon testing the baseline slope ver-
sus the treatment slope, the difference was nonsignificant (β = 0.15,
SE = 0.11, p = 0.2). Thus, the average participant reports did not
change more on cognitive symptoms in the baseline phase in compar-
ison with the treatment phase. For the somatic‐affective subscale of
BDI, the random intercept was 15.4 (SE = 1.41), with a nonsignificant
fixed slope for the baseline phase and a significant fixed slope for the
active component phase (β1i = −0.04, p > .05). Upon testing the base-
line slope versus the treatment slope, the difference was significant
(β = 0.49, SE = 0.20, p = 0.018). Thus, the average participant had a
significant decrease in somatic‐affective symptoms in the active
component phase, whereas no change was observed in the baseline
phase (see figure 3 for regression lines).
In testing the hypothesis that self‐criticism would be reduced, we
found, by using the subscale inadequate self from FSCRS (FSCRS‐IS), a
nonsignificant fixed slope for the baseline phase (β1i = −0.14, p > .05)
and a significant fixed slope for the active component phase
(β2i = −.43, p < .002). On testing the baseline slope versus the
FIGURE 1 Regression lines for baseline versus active component
phase, Beck's Anxiety Index (BAI). [Colour figure can be viewed at
wileyonlinelibrary.com]
FIGURE 2 Regression lines for baseline versus active component
phase, Beck's Depression Inventory‐II full scale. [Colour figure can be
viewed at wileyonlinelibrary.com]
FIGURE 3 Regression lines for baseline versus active component
phase, Beck's Depression Inventory‐II somatic subscale. [Colour
figure can be viewed at wileyonlinelibrary.com]
TABLE 1 Symptoms score sorted by condition—Pre, mid, post: Mean
(standard deviation)
BDI pre BDI mid BDI post
5 Base 24,9 (6,6) 20,0 (7,5) 17,1 (7,7)
7 Base 20,7 (7,2) 21,7 (5,1) 20,2 (8,9)
9 Base 26,4 (6,5) 27,3 (7,8) 19,4 (9,6)
BAI pre BAI mid BAI post
5 Base 28,9 (26,9) 18,4 (30) 17,1 (17,6)
7 Base 21,3 (7,6) 21,2 (8,5) 13,7 (4,2)
9 Base 26,9 (8,1 30 (9,5) 17,6 (10,4)
FSCRS pre FSCRS mid FSCRS post
5 Base 25,7 (4,9) 23,4 (2,8) 19,4 (7,5)
7 Base 23,2 (6,4) 22,5 (8) 20,5 (4,2)
9 Base 26,4 (7,2) 26,3 (5,8) 22,7 (6,9)
Note. BDI = Beck's Depression Inventory; BAI = Beck's Anxiety Index;
FSCRS = Forms of Self‐Criticizing/Attacking and Self‐Reassuring Scale.
STIEGLER J. R. ET AL. 5
treatment slope, the difference was nonsignificant (β = 0.29, SE = 0.27,
p = 0.29). This implies that there were no differences in the rate of
change in reported self‐criticism between the phases (see Figure 4).
As such, we modelled the second model, using only time as a predictor
for change. This model was highly significant (see Figure 5). The ran-
dom intercept was 24.2 (SE = 1.53), with a significant fixed slope for
change over time (βi = −.26, p < .000). We also modelled the full‐scale
FSCRS, and both the baseline slope (β1i = −0.22, p > .05) and the chair‐
work slope (β2i = −0.36, p > .05) were nonsignificant. We modeled also
here a second model, using only time as a predictor for change. This
model was highly significant (βi = −0.29, p < .002). Hence, there is a
reduction in self‐criticism that starts in the baseline phase and
continues in the two‐chair phase, but not a significant change after
the introduction of the two‐chair dialogue. Because the target of
change for the two‐chair dialogue is self‐criticism, we were surprised
to not observe a significantly larger change on this scale after the
introduction of the chair work. As the chair work was assumed to
work, partly by increasing the awareness of self‐criticism, it was
expected that some clients would report an increase in self‐criticism
during the treatment. Thus, we took a closer look at the change in
self‐criticism to see if some clients might have reported an increase
in these symptoms. As a follow‐up analysis using Tau‐U (Parker,
Vannest, Davis, & Sauber, 2011), a single‐subject index of nonoverlap
in the scores between the baseline phase and the treatment phase, 4
clients showed a significant increase in self‐criticism after the baseline,
8 clients improved, and 9 clients stayed unchanged (see table 2). None
of the 4 who got more self‐critical showed an increase in the other
symptoms. Hence, it seems like some clients get less self‐critical, some
stay unchanged, and some get more self‐critical during this treatment
phase.
As an adherence control, we modelled the change in WAI‐S‐P or
the clients' experience of the working alliance throughout treatment.
Specifically, we tested the bond component of WAI‐S‐P and found a
nonsignificant fixed slope for the baseline phase (β1i = −.05, p > .05)
and a nonsignificant fixed slope for the active component phase
(β2i = .18, p > .05). Thus, there was no significant change in either of
the two phases. We also tested the change in the bond component
FIGURE 4 Regression lines for baseline versus active component
phase, inadequate self form. [Colour figure can be viewed at
wileyonlinelibrary.com]
FIGURE 5 Inadequate self from Forms of Self‐Criticizing/Attacking
and Self‐Reassuring Scale change slope for the entire treatment.
TABLE 2 Individual Ta‐U scores, inadequate self from Forms of Self‐
Criticizing/Attacking and Self‐Reassuring Scale
Ta‐U p‐value CI 90%
Client 1 0.1000 0.7595 −0.437<>0.637
Client 2 −0.1800 0.5815 −0.717<>0.357
Client 3 −0.9800 0.0027* −1.517<> − 0.443
Client 4 −0.6000 0.0662* −1.137<> − 0.063
Client 5 −1.1000 0.0008* −1.637<> − 0.563
Client 6 0.3800 0.2446 −0.157<>0.917
Client 7 −0.9800 0.0027* −1.517<> − 0.443
Client 8 0.3500 0.3055 −0.212<>0.912
Client 9 0.8750 0.0104** 0.313<>1.437
Client 10 −0.3750 0.2723 −0.937<>0.187
Client 11 0.9000 0.0084** 0.338<>1.462
Client 12 0.1250 0.7144 −0.437<>0.687
Client 13 0.7000 0.0404** 0.138<>1.262
Client 14 −0.9000 0.0137* −1.501<> − 0.299
Client 15 1 0.0062** 0.399<>1.601
Client 16 −0.8667 0.0176* −1.467<> − 0.266
Client 17 −0.7667 0.0358* −1.367<> − 0.166
Client 18 0.4667 0.2012 −0.134<>1.067
Client 19 −1 0.0090* −1.630<> − 0.370
Client 20 −0.0182 0.9548 −0.546<>0.510
Client 21 −0.6000 0.1003 −1.201<>0.001
Note. CI = Confidence interval.
*= significant decrease in self‐criticism in active component phase.
**= significant increase in self‐criticism in active component phase.
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in a second model by using only time as a predictor for change. Again,
this model was nonsignificant (β1i = .06, p > .05).
4 | DISCUSSION
Using a multiple baseline design, this study investigated whether a
specific intervention—a two‐chair dialogue—could add to the effect of
empathically attuning to the clients' emotional process. In line with
our first two hypotheses, a significantly larger reduction in the
symptoms of anxiety and depression is seen when the two‐chair dia-
logue has been added to the basic relationship conditions of EFT. Con-
trary to our third hypothesis, there is not a significantly larger impact on
self‐criticism after the introduction of the two‐chair dialogue. However,
the results suggest that there is a continuous significant drop in self‐
criticism throughout the treatment as a whole. Also, looking at both
phases of the treatment separately, there is a significant drop in self‐
criticism in the active component phase but not in the baseline phase.
Thus, the picture is somewhat unclear regarding the impact on self‐
criticism. Altogether, the present study does indicate that the two‐chair
dialogue intervention contributes to the changes in the clients' symp-
toms more so than when the therapist solely attunes to and focuses
on the clients' emotion. These results are in line with our hypotheses
and also supports findings from previous studies showing that adding
therapist‐initiated interventions aimed at activating and changing
emotions lead to greater symptomatic change than relationship
conditions alone (Goldman et al., 2006; Greenberg & Watson, 1998).
In EFT, symptoms of depression and anxiety are viewed as results
of unprocessed emotion. One way that the two‐chair dialogue
intervention is assumed to bring about change is by fostering better
emotional processing by means of (a) increasing emotional arousal
and (b) by increasing the clients' ability to be in contact with and make
meaning out of this emotional arousal (experiencing). Previous
research on emotional processing suggests that the outcome is related
to both increased emotional arousal (Boritz, Angus, Monette, Hollis‐
Walker, & Warwar, 2011; Holzer, Pokorny, Kachele, & Luborsky,
1997; Iwakabe, Rogan, & Stalikas, 2000; Missirlian, Toukmanian,
Warwar, & Greenberg, 2005; Piliero, 2004; Pos et al., 2003) and the
processing of this arousal (Greenberg & Safran, 1987; Pascual‐Leone
& Yeryomenko, 2016; Watson & Bedard, 2006). Research by
Pascual‐Leone and Greenberg (2007) also supports the idea that
symptoms of psychological distress are reduced when an increase in
emotional arousal is used to process previously unprocessed emotions.
One main finding in the present study suggests that the symptoms
of anxiety decrease significantly more when the therapists utilize the
two‐chair dialogue intervention. In EFT, anxiety is seen as a secondary
distress that can be alleviated by accessing and changing the underly-
ing maladaptive emotions. Anxiety is thus understood as a reaction to
the underlying threats to the clients' well‐being, for instance the
feeling of inadequacy. In the two‐chair dialogue, the client is invited
to move back and forth between the position of acting as the inner
critic and experiencing the impact of receiving this criticism. Through
this altering between positions, the first goal is to help the client get
in touch with maladaptive emotions, for instance fear or shame, and
then access adaptive emotions, such as anger and grief, that can
change the former. Hence, the change is not assumed to come about
by challenging the content of the threat, but rather by emotionally
asserting against the threat, rendering the client in a different and
healthier emotional state. However, there are several other explana-
tions as to how the symptoms of anxiety have been reduced by this
intervention. Firstly, one can argue that the intervention challenges
the clients' perception of the underlying threat. For instance, if the
client gets anxious when the critic puts him down, hearing the critique
may help him challenge the content of the criticism. Another common
understanding of how anxiety changes is that the client is exposed to
his anxiety and gets help to experience it with mastery, so that the
anxiety response will be diminished the next time.
Another main finding in this study is that the symptoms of depres-
sion as measured by the total BDI‐II are significantly more reduced
when the therapists utilize the two‐chair dialogue intervention. As
with anxiety, the EFT theory suggests that the symptoms of depres-
sion stem from maladaptive emotional states such as hopelessness
and despair. Depressive symptoms are assumed to stem from a
process where the inner critical voice activates a maladaptive state
of either being defeated or hopeless. By inviting the client to alter
between chairs, the therapist tries to help draw out and make explicit
on how the client treats himself. The goal is to help the client react
emotionally in a more adaptive fashion, for instance with assertive
anger rather than passive helplessness. At the same time, it is possible
that the change in depressive symptoms arises from giving the client
an opportunity to challenge how he cognitively perceives himself.
The dialogue between different parts of the client clearly has explicit
cognitive aspects that support such a notion. We, therefore, wanted
to explore the subscales of BDI‐II, which has items that can be under-
stood as either more cognitive or more somatic‐affective. Interestingly,
these subscales of BDI‐II have revealed that the significant change
shown in BDI‐II total was due to large changes in the somatic‐affective
subscale and not in the cognitive subscale. These results indicate that
the two‐chair dialogue intervention has its prime effect on compo-
nents such as feeling pleasure, interest, and energy. This can be
interpreted as support for the theoretical assumption that the two‐
chair dialogue changes the emotional components before the cognitive
components of depression. However, this should be further investi-
gated by analyzing how the clients' change when the two‐chair
dialogue is introduced.
The third hypothesis has been rejected. We do not find a signifi-
cant drop in the self‐reported self‐criticism after the introduction of
the two‐chair dialogue intervention, albeit having a significant and
substantial drop throughout the entire treatment. This is a partly
surprising finding, as self‐criticism is the explicit focus of the interven-
tion. On the other hand, it is not surprising to see that a good working
alliance and empathic attunement to affect in itself is effective in
reducing self‐criticism. Self‐criticism can be reduced by a number of
different routes (Kannan & Levitt, 2013)—being empathically under-
stood and validated in a caring therapeutic relationship is one of them.
Still, we expected a drop in self‐criticism after introducing an interven-
tion directly targeted at this symptom. There are several possible
explanations, one of which is statistical reasons. As there has been a
continuous and substantial drop in self‐criticism throughout the treat-
ment, the design may have lacked the power to detect such changes.
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This is supported by the fact that only the active component phase
showed a significant decrease in self‐criticism, albeit not significantly
more so than the baseline phase. Another possible explanation is that
self‐criticism for some clients may get worse before it gets better.
The two‐chair dialogue intervention is designed to help clients explore
their malignant inner voices in order to change the emotion that causes
them. If a client is not initially aware of the harshness of his inner critic,
he may become more aware of this once he starts exploring it in a two‐
chair dialogue, thus causing him to report more self‐criticism. Our post
hoc analysis of each client's trajectory usingTau‐U reveals that four cli-
ents got worse after the introduction of the two‐chair dialogue. If the
assumption that some get worse before they get better is right, the
intervention may not have been administered for a long enough period
for self‐criticism to change significantly more in the active component
phase. Severe self‐criticism has previously been proven hard to allevi-
ate (Gilbert & Procter, 2006), and five sessions may not have been suf-
ficient to create a significant change.
A similar reason for this finding, which is in line with the EFT
theory, is that change in self‐criticism typically happens bottom‐up,
starting with a change in emotional activation and ending with a
change in the content of the inner dialogue. Thus, the five sessions
may have created some emotional change without giving sufficient
time for a cognitive consolidation that will reveal itself on self‐report
instruments. This assumption is in line with the above finding that only
the somatic‐affective subscale of the BDI‐II has changed after the
introduction of the two‐chair dialogue.
The finding may also be due to the individual change profiles
among the participating clients. As mentioned, looking at the change
profile of each client using Tau‐U, four of the clients have shown a
significant increase in self‐criticism, and eight clients have shown a
significant decrease during the active component phase. Thus, it is
somewhat unclear how the two‐chair dialogue affects different clients.
Seemingly, for some clients, the two‐chair dialogue has the potential to
substantially reduce self‐criticism within a short time frame, whereas
for others it seems less beneficial, perhaps even contra productive, or
they may just need more time for self‐criticism to decrease.
4.1 | Limitations and future research
There are also alternative explanations as to why self‐reported
symptoms on the BDI‐II and BAI decreased after the introduction of
the two‐chair dialogue. One is that of the placebo effect. When the
two‐chair dialogue is introduced, the clients are asked by their
therapists to do something completely different from what they have
been doing in the baseline phase, that is, have a dialogue between
different parts of themselves and physically move between the chairs.
It is possible that the unusual nature of this intervention can lead the cli-
ents to expect an added effect. In other words, it can be that introduc-
ing other active and unusual interventions can lead to a similar change.
The design of this study has the potential to experimentally add
certain components in order to measure its effect on the clients' self‐
report. However, the study does not directly indicate the mechanisms
of change. Nor does it indicate what mediators may be in effect.
Future research should analyze whether the two‐chair dialogue actu-
ally impacts the within‐session processes such as emotional arousal
and depths of experiencing and meaning making. Also, a possible limi-
tation to this design is that the tested intervention is added at the end
of treatment, raising the reasonable question of whether the most
change would occur later in the treatment or not. However, the idea
behind the design is that the different lengths of baseline will make it
possible to check if the change occurred when, and only when, the
intervention has been added. Also, there is no significant difference
in outcome between the different baseline groups. This makes it rea-
sonable to infer that the change in symptoms is not only related to
the fact that the intervention has been placed at the end of
treatment. As such, this study suggests that the two‐chair dialogue
intervention has the potential to alleviate symptoms.
Another question that arises from this study is why the clients, as a
group, have not reported symptomatic change on BDI‐II and/or BAI
after receiving five to nine sessions of psychotherapy, where the focus
has been on building an alliance and empathically following the clients'
process. Such an empathically attuned focus has previously been
shown to be effective in treating depression (Elliott et al., 2013;
Horvath, Del Re, Flückiger, & Symonds, 2011; Watson, Steckley, &
McMullen, 2014). One explanation as to why the clients in this study
have not reported change during the baseline phase is due to the
limitations of the research design. First, the design has an interfering
quality, in that it instructs the therapists to hold back on certain
interventions when the process indicates otherwise. This may have
influenced the therapists' presence or empathy—factors of particular
importance for alliance building. There has been, however, no differ-
ence in the two phases of the clients' reporting on the bond aspect
of WAI‐S‐P, making it less likely that the relationship conditions are
poorer in the baseline phase. Still, in the baseline phase, the alliance
has to be established. Thus, this phase may have been too limited in
time to produce change in the symptoms. Future research should also
investigate whether similar and dissimilar interventions can lead to
similar outcome. To rule out explanations of placebo effect, one should
supplement this research with a more detailed observation and micro-
analysis of the clients' change processes in both phases.
5 | CONCLUSION
Using a multiple baseline design consisting of two treatment phases,
the two‐chair dialogue intervention seems to be associated with a
significantly larger decrease in symptoms of depression and anxiety,
when compared to a treatment phase consisting of empathic attune-
ment to the clients' emotional processes. Contrary to our expectations,
self‐criticism does not decrease significantly more after the intro-
duction of the two‐chair dialogue. Self‐criticism has, however, been
significantly reduced in both the phases of treatment.
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Abstract 
In this study, we conducted qualitative in-depth interviews to explore how clients 
experienced working with emotional processing and self-criticism in a two-chair 
dialogue intervention. Eighteen clients scoring high on self-criticism were interviewed 
upon completion of a short-term treatment (10–14 sessions) with Emotion-Focused 
Therapy (EFT), where the two-chair dialogue was used as the main intervention. A 
hermeneutic-phenomenological approach guided the research process, while a thematic 
analysis approach was used to analyze the interview transcripts. Our analysis revealed 
that clients who are asked to engage in the two-chair dialogue intervention often 
experience an embarrassment or awkwardness before they decide to engage. When 
engaged in the intervention, most clients found it intense and demanding, but also 
meaningful. A few clients found the intervention too intense to be of use. Many of those 
who participated reported that they became more aware of the fact that they were active 
agents who took part in their self-critical processes. The intensity and somewhat 
unusual nature of this intervention call for special attention to the working alliance 
before clients are invited to engage. 
Keywords: two-chair dialogue; emotion-focused therapy; emotion 








A growing body of theory and research places emotions in a central role when 
explaining the etiology and alleviation of psychological difficulties (Abbass & Town, 
2013; Castonguay & Hill, 2012; Diener & Hilsenroth, 2009; Foa & Kozak, 1986; 
Greenberg, 2002; Vaillant, 1997). A shared assumption across several 
psychotherapeutic approaches is that psychological difficulties can be attributed to 
unprocessed or blocked emotional processes. The focus of psychotherapeutic work 
within these approaches is often to access and process emotions (Whelton, 2004). One 
psychotherapeutic model that has outlined emotional processing as a core change 
mechanism is Emotion-Focused Therapy (EFT). This is a humanistic approach to 
change where emotions are seen as core motivational processes with a high 
idiosyncratic relevance for the individual. Therefore, special attention is given to the 
clients’ emotional experience ( Greenberg & Paivio, 1997).  
 
In EFT, a lot of emotional processing is assumed to happen in interventions that are 
commonly referred to as chair-work ( Greenberg & Paivio, 1997). One such 
intervention is a two-chair dialogue, where the goal is to process and resolve distressing 
emotions related to the self-criticism. This intervention is a an imaginative dialogue 
between a criticizing self and a criticized self (Elliot, Watson, Goldman & Greenberg, 
2004). It is assumed that the two-chair dialogue intervention is both emotionally 
evocative and that it provides a structure for expressing, making sense of and 
transforming emotions that were previously inhibited, out of awareness or too painful to 
attend to. The two-chair dialogue is used when clients are treating themselves in a 
critical or attacking manner. It is assumed within EFT that people become self-critical 
due to a shame-based self-organization. Thus, in these instances, clients are asked to 
have a dialogue between their self-critic and their experiencing self, where the goal is to 
evoke and process painful shame. The goal is to transform the shame by connecting 
with adaptive anger, sadness, and pride. In this study, we wanted to investigate how 
clients experience the process of working with their self-criticism in the two-chair 
dialogue. What is it like for self-critical clients to engage in, and utilize such an 
intervention? How do these clients experience and respond to working with emotional 
difficulties in this manner?  
 
Several studies have investigated the process of change within the EFT model, 
supporting the assumption that the way clients attend to and make sense of their 
emotional arousal is related to the outcome of their change process (Goldman, 
Greenberg, & Angus, 2006; Greenberg & Paivio, 1998; Greenberg & Watson, 1998; 
Pascual-Leone & Greenberg, 2007). Previous research also suggests that chair work 
interventions in particular are effective in producing change in both outcome and 
emotional processing (Goldman et al., 2006; Greenberg & Paivio, 1998; Greenberg & 
Watson, 1998; Pascual-Leone & Greenberg, 2007; Stiegler, Schanche, & Molde, 2017). 
There is, however, a need for empirical studies of how clients experience and respond to 
chair-work interventions. Qualitative studies may be important to understand the first-
person experience of emotional change processes during chair-work interventions. 
Knowledge of first-person experiences might help clinicians and researchers refine and 
enhance the effectiveness of the chair-work in EFT and other psychotherapeutic 
approaches. Only one previous study has conducted an in-depth investigation of clients’ 
experiences of emotional processing during chair-work. In the study by Robinson, 
McCague, and Whissell (2014), clients were interviewed about their experience of EFT 
in a group setting. The participants highlighted the chair-work intervention as 
particularly important in their change process, and they also reported this intervention as 
being challenging and intense. This study had a rather broad focus of change, and was 
not specifically targeted at a more detailed investigation of how clients experience 
emotional processes in the chair work interventions. There have been other qualitative 
investigations of the clients’ experience of EFT, but these have been specific to 
investigating changes in self-narrative (Angus & Kagan, 2013), or to experiences of 
having changed rather than of interventions (Elliott et al., 2009; Klein & Elliott, 2006; 
MacLeod, Elliott, & Rodgers, 2012). The present study thus contributes to the 
knowledge base by exploring: “How do clients with common mental health issues and 
destructive self-criticism experience the impact of a two-chair dialogue intervention 




The data reported in this study was collected as part of a larger clinical trial in Norway. 
Participants were recruited as a part of this clinical trial, where the main focus was to 
investigate the effect of the two-chair dialogue intervention. In this trial, the treatment 
consisted of two phases in a multiple baseline design. The first phase consisted of 
fundamental Rogerian conditions with a particular focus on empathic attunement to 
affect. All participants had between 5 and 9 sessions of baseline treatment. Usually, in 
EFT, there are about 3 sessions to establish a good working alliance. Thus, the design of 
the study caused a different course of treatment from what is common in EFT. In the 
second phase, the two-chair dialogue was added for 5 sessions.  
Participants 
The participants were recruited from a public treatment program in Norway. This 
program is for people who are on sick leave due to common mental health difficulties. 
Those who are eligible for the program typically display mild to moderate symptoms of 
anxiety and/or depression, and need to meet the criterion for common mental health 
difficulties as assessed in an intake interview. As the main focus was on an intervention 
designed to alleviate destructive self-criticism, only participants moderate to high on 
self-criticism were included. Self-criticism was measured using The Forms of Self‐
Criticizing/Attacking and Self‐Reassuring Scale (Gilbert, Clarke, Hempel, Miles & 
Irons, 2004). Twenty-one out of 24 participants in the larger study completed the entire 
treatment. The participants’ symptoms were measured before each session, showing a 
reduction in symptoms of anxiety, depression and self-criticism. See Stiegler et al., 
2017 for details. Out of the 21 who completed, 18 participants (13 women and five 
men) accepted to participate in the qualitative interview post treatment. Participants 
were aged 20–63 (mean age 38.3 years). All participants were native Norwegians.  
Therapists and Therapist Training 
There were six therapists providing the treatment. All 6 were clinical 
psychologists who had 5–13 years of clinical experience (mean 9.2 years). Four of 
the therapists were female, and two were male. The therapists had a minimum of 
300 hours of EFT training over at least 3 years. In addition, they all had minimum 
20 hours of supervision on their recorded practice. During the EFT training, there 
was a large focus on the basic Rogerian conditions that are considered within EFT 
as necessary conditions for change to occur. Thus, all therapists were trained both 
in the use of differentiated empathy, alliance building and presence, as well as in 
specific active interventions (like the two-chair dialogue intervention).  
 
Methodological Approach 
We wanted to explore how participants experienced working with their emotions using 
the two-chair dialogue. To do this, we conducted a qualitative interview study 
employing a hermeneutic-phenomenological approach to thematic analysis (Binder, 
Holgersen, & Moltu, 2012). Braun and Clarke (2006) claimed that thematic analysis “… 
is compatible with both essentialist and constructionist paradigms within psychology”, 
but it is important that researchers make their epistemological assumptions clear. Our 
hermeneutic-phenomenological approach intends to interpret (hermeneutical) and 
explore the participants’ lived experience (phenomenological). The assumption in this 
approach is that researchers will unavoidably influence the clients’ experiences through 
the way the interview is conducted. The researchers’ own background will also play a 
role in the dialectical process of making sense of the clients’ meaning utterances. The 
researchers’ background and preunderstanding are both a set of tools that make it 
possible to understand the phenomena he or she studies, and a potential source of 
prejudice and bias. Thus, the hermeneutic-phenomenological approach to qualitative 
interviews is best understood as a co-construction of meaning, based on clients’ 
descriptions of their lived experiences, where the researchers need to be as reflexive as 
possible of his or her role as an interpreter (Finlay, 2002).  
Data Collection Method 
The interviews were conducted by the second, third, fourth and last author between 
August and September, 2015. Interviews were exploratory, guided by a semi-structured 
interview guide. The interview guide was developed as a part of a larger qualitative 
study. focusing on 1) clients’ motivation for seeking help, 2) clients’ experiences of the 
treatment and 3) the relationship with their therapist, and 4) clients’ experiences of 
working with the two-chair dialogue. Only questions related to the research question 
will be presented here. The interview started with an open question about the 
participant’s experience of having been in therapy. If the participant did not refer to 
using chair-work interventions, the interviewer went on to ask if they noticed that “At 
some point, you began doing exercises where you used the chairs to work with 
individual topics. Did you notice that?” This was followed by questions concerning the 
participant’s perceived aim with the intervention, how it influenced their process and if 
not already mentioned, if and how they experienced working with their presented issue 
using this intervention. See the appendix for a translated version of the interview guide.  
 
All interviews were audio recorded and later transcribed by eight graduate students who 
were supervised by the second author. The graduate students were instructed to 
transcribe the material verbatim and to add short descriptions in parentheses about 
poignant non-verbal aspects.  
Data Analysis 
The data were analyzed using a thematic analysis as outlined by Braun and Clarke 
(2006). Analyses were conducted in accordance with the following procedures: 1) All 
five researchers read all the transcripts in order to familiarize themselves with the 
material at hand. 2) The first author closely examined the material and identified units 
of meaning relevant to the research question, using NVivo 11 (QSR International, 2015) 
computer software. More specifically, only parts of the interview material directly or 
indirectly related to experiences of using the two-chair dialogue intervention was 
investigated here. 3) Based on these units of meaning, the first author suggested 
tentative themes under which the units of meaning could be sorted. 4) With these 
tentative themes in mind, all five authors reread the transcripts so that possible themes 
could be added or redefined. 5) The first author rearranged the units of meaning under 
the newly agreed upon themes. All participants’ references to their experience of the 
two-chair dialogue were assigned to one of the themes. This new sorting was 6) brought 
back to the research team for consensual discussion and final agreement on themes, 
descriptions, and sorting of units.  
Researchers 
The first author is a clinical psychologist and a Ph.D. student with 12 years of clinical 
experience and 8 years of training and practicing of Emotion-Focused Therapy. The 
second author is an Associate Professor in Clinical Psychology with eight years of 
clinical experience and two years of training in Emotion-Focused Therapy. The third 
author is a Professor of Clinical Psychology with 20 years of clinical experience and 
three years of training in Emotion-Focused Therapy. The fourth author is an Associate 
Professor in Clinical Psychology with ten years of clinical experience. The last author is 
an Associate Professor in Clinical Psychology with 16 years of clinical experience.  
Ethics 
The study was approved by the Norwegian Regional Committees for Medical and 
Health Research Ethics. The participants signed voluntary consent before starting 
treatment. All interviews were conducted after the participants had completed their 
treatment. Interviewers were experienced psychotherapists and researchers who were 
alert to clients’ well-being during the interview. All data was handled in accordance 
with guidelines from the Norwegian Regional Committees for Medical and Health 
Research Ethics. The research assistants that transcribed the material could not identify 
the name of the participant and were only given an ID, thus ensuring anonymity in the 
transcriptions.  
Results 
Our analysis of the data resulted in three main themes, presented here in an order that 
fits with the steps in the therapeutic process. We named these themes 1) Talking to a 
chair—an obstacle to overcome, 2) Heavy, intense, horrendous, and nice, 3) 
Realization—What am I doing to myself?  
1. Talking to a chair – an obstacle to overcome 
The first theme, “Talking to a chair – an obstacle to overcome”, was reported by 14 
participants and describes how the participants were at times somewhat reluctant to 
engage in the intervention. There were three main subcategories within this theme. The 
first subcategory was feelings of embarrassment or awkwardness. The second was 
anxiety about performing, and the third was letting go of control.  
 
Fourteen of the participants reported some initial embarrassment or awkwardness when 
they were asked to engage in the two-chair dialogue. Eleven participants referred to this 
as a slight embarrassment, calling it “strange” or “… a bit embarrassing”. Three 
participants experienced it as an intense feeling of shame; “… feeling totally naked” or 
“awful”. Even though it was embarrassing, only one participant expressed that she was 
unwilling to engage in the intervention.  
At first I thought, oh, My God! I’m easily embarrassed, so this is going to be 
awkward, right? But then I thought: “If this is going to help me, I need to be 
honest. Even though it is embarrassing for me, I need to say it out loud.” So, it was 
like an obstacle to overcome. 
This statement illustrates how many of the participants experienced the initial 
embarrassment as being faced with having to make a decision of whether to engage in 
the intervention or not. Even though many experienced that this sense of awkwardness 
faded with time, it was also reported by some as a constant obstacle. The participants 
elaborated on what they found so embarrassing about the two-chair dialogue. Mostly 
this was related to the unusual aspect of the two-chair dialogue. Some likened it to 
being in a play, while others reported feeling childish “…. because it felt a bit like 
something I would do when I was a child. I mean, it kind of resembled a kind of play 
from when I was young. That’s the kind of feeling it gave.” 
 
Four participants also reported feeling unsure of whether they were going to get it right. 
This was talked about as having an element of performance anxiety—that they 
experienced the suggestions from the therapist as something they had to live up to: 
“When she suggested [the two-chair dialogue], I thought I couldn’t do it. Like “no, I 
can’t do this, it is not how I work, I am not able”. I was certain I would fail at it.”  
 
One participant experienced the chair work as being too artificial for her to engage in 
the task properly, even though she performed what was asked of her. She stated that 
during the interventions “… it was hard to recreate the feelings that weren’t there”. 
Seven participants also experienced that letting go of control was an obstacle to 
overcome when they were to engage in the two-chair dialogue. Typically, the 
participants reported the letting go-aspect as a decision they made when engaging in 
this intervention:  
So, I was very much like; “Ok, here I simply need to let go.” I’ve been working 
with letting go of control and thought to myself; “Well, if it looks stupid, so be it.” 
And I went into it with all I had. Yes, it did feel terrible, but it helped. 
Four participants experienced that letting go of control allowed them to turn their 
attention inwards. For instance, one participant talked about the therapist being in 
charge, something which helped her to stay in touch with her emotions: “For me it was 
therapeutic, cause I’m so used to always be in charge. The fact that she was in charge, 
helped me to […] stay with my emotions.”  
 
Two participants talked about safety as a necessary precondition for being able to let go 
of control, while one participant felt that the therapist was too directive: “I guess all the 
sessions were good, but I did find the therapist a bit too directive”.  
2. It’s heavy, intense, horrendous and nice  
The second theme, “It’s heavy, intense, horrendous and nice”, was reported by 15 
participants. This theme describes the participants experiences of the intervention as 
emotionally evocative, and that the intensity of emotions were experienced as 
demanding, painful, and helpful. There were four subcategories in this theme. The first 
subcategory was physically demanding, which left them feeling tired or exhausted both 
during and after sessions. The second was related to the intensity of experience during 
sessions, while the third pertained to experiencing the emotional intensity as useful or 
productive. The fourth subcategory was about feeling too overwhelmed for it to be 
useful.  
 
When asked about their experience of using the two-chair dialogue, 15 participants 
described that they experienced their emotions more strongly. The experience of 
emotional intensity took on different qualities. 13 participants talked about the increased 
emotional intensity as experiencing their emotions in a different manner. This was 
typically referred to as experiencing their emotions more intensely, more clearly or 
more painfully, but also as nicely: “It was heavy, and intense, but also very …. 
somewhat horrendous. And very, nice actually. Because I learned a lot about myself.” 
 
The participants described these painful aspects of the two-chair dialogue in different 
ways. Six participants talked about the intensity of specific painful emotions, five about 
being in distress, and nine about how it hurt.  
Participant: I have many pictures from this. A powerful one is when I was in the 
critic-chair.  
Interviewer: Could you describe it to me?  
Participant: It was very…naked. It was like getting a root canal. You get at the very 
nerve in a way. Like a straw into my soul. 
Eleven participants described their experience with the two-chair dialogue as physically 
demanding. This was mostly talked about as something they felt as energetically 
draining during the intervention, and that the process could lead them to feel wiped out 
or exhausted after the session: “… it was really tiring. Both then and there, but also 
afterwards. Like, the rest of the day I felt mentally tired. Cause, I had been talking to 
and confronting myself, which demanded a lot of energy.” 
 
Although painful and demanding, the participants often described this heightened 
intensity as being relevant or productive. This ranged from talking about it as helpful 
pain (eight participants), to experiencing it as nice and more real compared to talking 
about it (six participants): “It became stronger. It became more real. More direct. Like 
there was no filter. And it threw me off a bit. So, it was like it was more targeted at my 
emotions. It was very useful.”  
 
However, four participants also experienced that the emotional intensity or emotional 
pain could be too much. They described this in terms of either having a negative 
experience, being in a confusion, being overwhelmed (two participants), or as not 
having the time to deal with all the emotional activation that emerged during the chair 
work (two participants): “It was very confusing because I felt I couldn’t handle all the 
questions that popped up in me. It was too much in too little time.” It was also pointed 
out by three participants that they would have needed the therapist to provide more 
support and time to deal with all that the emotions brought up at the end of the sessions:  
I couldn’t collect myself at the end [of the sessions]. It was so tiring. And perhaps I 
would have wanted, if I was to do it again, more time at the end to help me gather 
myself. Not to leave the room in total confusion. 
3. Realization - What am I doing to myself? 
The third and final theme, “Realization—What am I doing to myself”, described how 
the participants experienced that they gained new understandings of their own way of 
treating themselves through the two-chair dialogue. There were three subcategories 
under this theme. Firstly, there was the experience of doing something to oneself rather 
than simply talking about it. Secondly, there were experiences that had to do with 
agency. Finally, there was a subcategory having to do with the realization of internal 
processes. 
 
All the participants (n=18) experienced that working actively in the two-chair dialogue 
was different from when they were solely talking about their difficulties. In different 
ways, they pointed out that doing or acting towards themselves in the chairs changed the 
process. Mostly, the two-chair dialogue was talked about as having different parts of 
themselves act on, and respond to, other parts of themselves (13 participants). This 
changed their perspective on their own difficulties. Most of the participants phrased this 
in ways that indicated that they experienced this aspect as helpful.  
You can talk about a lot of things, but you don’t actually see it even though you’re 
talking about it. You don’t feel it on your body before you move from the judging 
side of you, over to the more vulnerable side, and actually tell the other part what it 
is doing to you.  
Six participants explicitly described how they were actively doing something to 
themselves rather than “just talk about it”, which led to their experiences feeling more 
real and immediate:  
So, I didn’t just talk. In the chairs, it was more concrete in a way. […] I was saying 
some ugly, tough things that sort of cut into me and was more painful than simply 
talking about it. I think I felt it more. Cause, rather than talking about it in the past, 
it was like I was in the actual situation. 
On a similar note, four participants also highlighted a difference between having 
cognitive insight into how they functioned, and experiencing the effect of what they did 
in the chairs:  
I can talk, and I can realize a lot of stuff. I can have insight into how I function, but 
it doesn’t … It doesn’t become as real before you actually get in the chair and see 
what you are doing towards yourself. 
Ten participants also described how the two-chair dialogue helped them realize that 
they were active agents in creating their own inner experiences. A few of these 
statements focused on realizing that they could go home and treat themselves 
differently, but most of them talked about recognizing that they were an active part and 
had agency in their own emotional process: 
Most of all, the most important part for me was being active in producing all these 
feelings. It helped me understand why I acted that way I did, or rather, why it was 
this way. Why I get all these feelings, right. 
Similarly, 13 participants also talked about how the two-chair dialogue helped them 
recognize and realize the negative content of their inner dialogue. Many of the 
participants reported a recognition of the harshness of their own self-critique. This 
recognition was typically reported as a surprising and emotionally evocative experience 
where they suddenly realized the degree and amount of negativity inherent in the 
message from the critical part of themselves. Sometimes the self-critical messages were 
so harsh that they couldn’t put it into words:  
I think the most important part for me was realizing what I was doing inside my 
head, and how nasty it was. It was a real shocker. I remember not being able to 
state it at first, when I was acting as my critical voice. I remember not being able to 
actually say it. And I just started crying; “It is so nasty, I can’t do it.” 
Discussion 
Our findings in this study suggest three core themes that encapsulate the clients’ 
experiences of using a two-chair dialogue intervention. The three themes can be 
understood as common aspects of working therapeutically with emotional change. 
Firstly, the client has to overcome some internal obstacles in order to engage in the task 
and evoke emotions. This is captured by the theme Talking to a chair—an obstacle to 
overcome. Then, after surmounting this obstacle, we suggest that there is a process 
where the client at times become aware of both being active in constructing and making 
sense of the process (What am I doing to myself?), and on other occasions being 
submerged in the emotional experience (Heavy, intense, horrendous and nice).  
 
The first theme, Talking to a chair –an obstacle to overcome, highlights that the 
intervention in question, the two-chair dialogue, has some aspects that deviate from 
what most clients would anticipate for the therapeutic work. The intervention has some 
unusual social aspects where the client is invited to talk to an empty chair and to have a 
dialogue with an imagined part of him- or herself. It is expected that this unusual aspect 
of the intervention could create a hesitation or uncertainty in the client (Elliot et al., 
2004). In learning EFT, there is usually a separate focus on how to introduce and initiate 
this intervention. As such, this theme comes as no surprise. It is possible that the 
obstacle would have been perceived as smaller if the client was asked to simply talk 
about his difficulties rather than act upon and do something to oneself.  
 
It is also likely that the perceived obstacle is related to the second theme of having 
experienced the intervention as intense and painful, even as too much to handle. 
Furthermore, even though the first theme is called talking to a chair, the clients were 
imagining important others or parts of themselves in the chair. In that sense, it was not 
talking to a chair, but rather to an imagined part of themselves. This is likely to have 
emotional relevance, which could explain why many participants experienced it as 
intense and with emotional pain that at times were too much. A shared assumption in 
several psychotherapy models is that we tend to avoid painful feelings, both in therapy 
and in life (Abbass & Town, 2013; Foa & Kozak, 1986; Greenberg, 2002; Vaillant, 
1997). Thus, when the clients were asked to partake in this intervention after having 
experienced it as intense and painful, it is reasonable to expect that there will be some 
hesitation.  
 
The third theme also encapsulates that many participants experienced the process as 
“nice”, or as hurting in a good way. It is likely that somehow this is part of why the 
clients did engage, even though it was an obstacle and it was painful. The three themes 
can thus be used to sum up quite a readily imagined process for many clients; dreading 
going into a session as an obstacle, engaging in an active intervention of doing 
something to oneself, which activates painful and intense emotions that feels relevant 
and “nice” to have tended to. It is also easy to imagine that clients who have 
experienced the intervention as intense, would perceive it as an obstacle the next time 
they were asked to talk to an empty chair.  
 
As our research team consisted of a fairly diverse group of clinicians and researchers, 
there were a few discrepancies in what we expected that the participants would report. 
The first theme, the obstacle of talking to a chair, however, was not unexpected to any 
of the researchers. Firstly, even if one has experience with the two-chair dialogue or not, 
it is a socially unusual thing to have your therapist tell you to talk to an empty chair. 
Still, the participants’ descriptions highlighted the awkwardness most of them felt, 
which also points to the importance of building a good working alliance before using 
these interventions. A strong degree of safety and trust in the therapist was described as 
a necessary condition for engagement in two chair dialogue for some participants.  
 
The second theme did not disconfirm our expectations in and of itself. The main 
intention of the chair work is to evoke emotions and have the client process them. 
However, it was somewhat surprising to hear many clients talk of it as highly intensive 
and physically exhausting. As such, we did not expect that many to report such high 
intensity. We expected more descriptions of adaptive or assertive feelings. It is possible 
that such feelings were embedded in what the participants described as nice or helpful. 
Finally, the realization-theme was also not surprising. What we did expect more of, was 
descriptions of change and of adaptive or assertive feelings. This was rather scarce, but 
might have been incorporated in participants’ reports of the process as nice or useful. In 
sum, there were no major disconfirmations, but the degree of intensity many reported 
and perhaps the rather scarce reporting of adaptive or assertive emotions was different 
from our initial expectations.  
Engaging in therapeutic tasks  
The clients’ engagement in psychotherapy is paramount for a good treatment outcome 
(Constantino, Castonguay, Zack, & DeGeorge, 2010). A commonly recognized 
prerequisite for client engagement is a good working alliance. Using Bordin’s (1979) 
conceptualization of the working alliance, consisting of a safe relationship, and 
agreement of the method and the goal, it is clear that clients not only need to trust the 
therapist, but also experience the method and the goal as relevant to their process. As 
the two-chair dialogue is an unusual intervention, and perhaps not intuitively 
meaningful for the client, it can be assumed to challenge the method and goal aspect of 
the alliance. The degree of fit between the clients construal of his or her problems and 
the method is central to the clients’ engagement (Elkin et al., 1999). As the two-chair 
dialogue intervention is unusual, one might expect that clients were reluctant to engage 
in the intervention. However, most clients reported that they engaged in the 
intervention, despite of it being an obstacle. One possible explanation is that despite it 
feeling awkward to talk to an empty chair, it is also intuitively meaningful to do 
explicitly what is already being done intrinsically.  
 
As mentioned, the perceived obstacle was not limited to the clients’ first session using 
the two-chair dialogue intervention. Also after having engaged in the intervention, they 
continued to experience it as an obstacle to overcome. At the same time, many reported 
the intervention as intense and even painful. Interestingly, almost all clients stated that 
they engaged in the intervention even though it was emotionally painful. This suggests 
that the clients experienced the intensity and painful aspects as relevant. It is also 
possible that the bond in the alliance was strong enough to compensate for reluctance. 
For the participants in this study, there were at least five sessions preceding the 
intervention, providing enough time to establish a sufficient level of trust prior to 
introducing the two-chair dialogue. Also, the therapists’ focus in the first sessions was 
on providing empathy, safety, and on tracking the clients’ emotional state. These factors 
have previously been shown to be of importance in building a good therapeutic alliance 
and facilitating change (Castonguay, Constantino, & Holtforth, 2006; Wampold & Imel, 
2015). 
 
However, a few clients reported that they did not properly engage in the intervention. 
One client specified that it was due to not seeing the relevance for her difficulties, while 
another client reported the intervention as too directive. Both these complaints are 
relevant to the concept of the working alliance. Ideally, such complaints would have 
been picked up by the therapists and the treatment adjusted to the clients’ process. 
However, as this was a research project where the therapists were instructed to use a 
specific intervention, it might have been more difficult for therapists to both 
accommodate the research aspects while tending to the clients’ wishes. Still, the fact 
that a few clients did not engage suggests that the intervention may not be suitable for 
all clients. For instance, since the intervention is quite directive, clients with a certain 
degree of reactance might have been less likely to engage (Norcross & Wampold, 
2011). 
 
Furthermore, the participants for this study were selected on the basis of being moderate 
to high on self-criticism. A common understanding of self-criticism is that it is the 
expression of shameful feelings (Gilbert & Irons, 2009). Shame is a highly aversive 
emotion that is often experienced as wanting to avoid the gaze of others (Gilbert & 
Andrews, 1998). It is, therefore, also possible that these clients were prone to 
experience this somewhat awkward intervention, as an obstacle to overcome. The fact 
that the sessions were also videotaped might have added to feelings of such 
embarrassment. 
Experiencing emotions 
Almost all participants experienced the intervention as emotionally intense, leading 
them to experience strong and sometimes painful feelings. One of the main intentions of 
the two-chair dialogue is to activate painful emotions in order to change them. The 
intervention is designed so that the client can imagine and encounter the stimuli that are 
related to his or her emotional injuries (Elliott & Greenberg, 1997). Then the therapist 
tries to facilitate stronger and opposing emotions that can transform the painful ones. 
Thus, when the process is successful, the client will experience a significant increase in 
the level of emotional arousal, both painful, strengthening, and soothing emotions. The 
intensity that most of the clients reported can possibly be attributed to such an increase 
in emotional arousal. More specifically, the two-chair dialogue intervention is intended 
to evoke feelings of inferiority and shame that underlie the self-critical message. Shame 
is usually experienced as an intense emotional pain (Whelton & Greenberg, 2005). It is 
possible that the strongly aversive quality that many participants reported reflects the 
pain of shame.  
 
Emotions are also physical phenomena that reside in the body and engage the entire 
organism (Panksepp, Wright, Dobrossy, Schlaepfer, & Coenen, 2014). They involve 
action tendencies that are often muscular in nature. For instance, anger is often 
experienced as increased energy in the extremities and with a tendency to thrust forward 
(Panksepp et al., 2014). Crying in sadness is often experienced as a release of tension. 
Also, when people control or regulate emotions, they often involve muscular activity 
(Lowen, 1974; Ogden & Fisher, 2015). As such, an increase in emotional arousal can be 
physically demanding, possibly explaining why many participants reported feeling tired 
and exhausted after the sessions. It is also likely that people who are seeking 
psychotherapy might have gotten used to restricting emotions related to their 
difficulties, rather than allowing them. As such, having an explicit focus on evoking and 
allowing emotions might create a shift in their experience of their bodily state. 
 
Interestingly, many participants in different ways reported the intensity of emotions as 
both “horrendous, and nice”. Emotions were experienced as two-sided, having both 
some demanding and painful aspects, but also some positive and constructive qualities. 
There are several explanations to this. Firstly, most emotion theorists see emotions as 
inherently adaptive, helping us to navigate and handle life’s challenges (Damasio, 1998; 
Ekman, 1992; Ekman & Davidson, 1994; Izard, 1991; Panksepp, 2004; Plutchik, 1982). 
For instance, sadness feels painful, but the process of sorrow is often reported as having 
a bittersweet quality where one is dealing with the loss in order to be able to continue 
with one’s life. Thus, the “nice” quality of the intensity might have to do with the 
emotions moving or adaptive quality. Even though we are motivated to avoid painful 
feelings, we also have an innate tendency to express our needs through emotions. 
Another explanation for the “nice” quality, might have been due to the clients 
experiencing adaptive and transformative emotions. According to EFT-theory, in 
successful treatments, painful maladaptive emotions are followed by adaptive and 
transforming emotions. Thus, it might be that the clients’ reporting the intensity as nice, 
might have to do with having experienced adaptive emotions that influenced or 
transformed the pain aspect. Furthermore, it is common to understand inhibited 
emotions as more painful than emotions that are being allowed (Pennebaker & Hoover, 
1986). In addition, giving emotions labels have been shown to have a down regulating 
effect on emotions (Lieberman et al., 2007). Yet another possible explanation of the 
“nice”-quality, has to do with mastery and expectancy. Emotions that are allowed to 
influence and inform the person, and then to be expressed, is likely to evoke a sense of 
mastery and calmness (Lieberman et al., 2007). Emotions are assumed to be directly 
related to our needs and desires. As such, allowing emotions might be experienced as 
helpful in navigating through life.  
Dialectically constructing meaning  
In EFT, it is suggested that the construction of meaning is constituted by a dialectical 
synthesis between experiential and conceptual processing (Greenberg & Pascual-Leone, 
1995). The therapist is, therefore, guiding the clients’ attention to alter between 
experiencing and giving a conceptual sense of this experiencing. Also, there is a 
dialectical process in the two-chair dialogue intervention. The participant is altering 
between doing something to himself or herself, for instance being self-critical, and 
experiencing and responding as the part that is receiving the message. The reported 
experiences of What am I doing to myself? could be understood as two dialectical 
processes where the client is not simply experiencing the effect of the self-critical 
message, or simply becoming aware of the message, but rather reporting a synthesis of 
experiencing and conceptualizing; and the awareness of being on both the giving and 
receiving end of this process.  
 
A theoretical notion that captures central aspects of both these processes is what Rennie 
(2007) described as the alteration between reflexivity—understood as being self-aware, 
and radical reflexivity—understood as being aware of one’s self-awareness. It is 
suggested that it is in the radical reflexive state, where the client is stepping out of the 
immediate experience, that he or she is able to see his own process and decide where to 
go with it. As such, the state of radical reflexivity is also a state of being agentic. The 
theme What am I doing to myself? can be understood as a chance for the client to step 
out of the reflexive state of feeling criticized and step into a radical reflexive state of 
becoming aware of the possibility to influence his next experience. Thus, the theme 
What am I doing to myself? can be understood as either the clients’ experience of being 
able to influence the next step in the process, or in a larger sense, as the clients’ 
realization that the emotional pain of being criticized is not something that they are 
passively receiving bur rather actively creating. The notion of this type of reflexivity 
and radical reflexivity is also relevant for the two other themes. One could see the 
theme […] an obstacle to overcome as a radical reflexivity where the client is aware of 
his self-awareness and needs to decide to engage in the task. The reported experiencing 
of emotions as horrendous and/or nice is a reflexive state where the client is aware of 
how he or she is feeling.  
Researchers reflexivity 
In line with recommended guidelines for qualitative interviews (Finlay, 2002), the 
interview material was handled with an awareness that the interviews and analysis 
unavoidably will be influenced by the researchers through co-construction of meaning. 
Both the main researcher and the other two members of the research team have been 
trained in EFT, and therefore, are quite familiar with the intervention in question. Two 
authors were, however, not affiliated with the EFT approach. The main researcher is 
working in a clinic where he is in charge of EFT training and supervision. Researcher 
allegiance is, therefore, an issue to be concerned with. The main researcher did not 
conduct any interviews but did take a central part in the consensual data handling. It is 
inevitable that preconceived notions have influenced the co-constructive process during 
the interview and during our consensual data handling. For instance, when developing 
the interview guide, we have been particularly interested in experiential and emotional 
aspects of the clients’ processes. This may represent a strength in the sense that it makes 
us more refined in this investigation, and at the same time it poses a limit to a more 
open and neutral investigation. The research team has made an explicit effort to be 
reflexive about how preconceived notions could interfere with analysis and 
interpretations of the material through critical discussions, and tried to be especially 
sensitive to client experiences that challenged the EFT-model. For instance, we were 
particularly on the lookout for clients who might have experienced this evocative 
intervention as too intense. Also, we were sensitive to the fact that some clients might 
not benefit from this intervention.  
Scope and limitations 
The present study included 18 clients. This represents a limited sample and suggests 
caution when it comes to generalizing the findings. The participants had different 
therapists, were of different sex and age, and had slight differences in length of therapy. 
Other than that, the treatment was set up to be highly similar across participants, with 
two different phases of treatment in the same order and containing the same 
interventions. It seems reasonable to assume that the findings can inform clinicians 
about possible themes that could arise for clients who are considered for the two-chair 
dialogue intervention. Being more aware of the fact that clients might be in different 
emotional states at various stages of this intervention, could help clinicians to better 
facilitate the processes according to clients’ needs. For instance, if the client is feeling 
embarrassed at the initial phase of the intervention, empathic reassurance from the 
therapist might be of particular importance.  
 
Another possible limitation of the study is related to the study design. Usually in EFT, 
the clients receive 3 sessions where the focus is on creating safety, rapport and finding a 
clear focus. In this design, they were given 5–9 sessions where the focus was on 
creating a good working alliance and empathically attunement to affect. The fact that 
the therapy drastically changed after such a long period of time, might have contributed 
to the clients’ experiences of the chair work as awkward.  
 
There is also a potential limitation in the data collection. The interview guide was 
developed within the context of a larger qualitative research project, making the 
interview quite extensive. Although this might have had concealed the research 
question, it is also possible that it might have exhausted the participant. It is possible 
that a shorter interview guide focusing on fewer topics would have provided richer and 
more valid data. In addition, the interview guide had specific questions that the 
interviewer asked if and when the participants answers did not focus on the research 
question. Although most participants talked about relevant topics without a great deal of 
probing, some of the data might come from somewhat leading questions.  
Implications for research 
Future research should investigate the characteristics of both the processes and the 
clients in those cases where the intervention was reported as too intense to be useful. 
Future research should also continue to investigate if and how the experiences of 
intensity in emotions and the realization of agency in self-criticism is related to the 
outcome of the therapeutic process. More research is also needed to better inform 
clinicians on how to facilitate beneficial processes best.  
Implications for clinical practice  
The awkwardness and intensity of this intervention calls for special attention to the 
working alliance before asking clients to engage. As some clients experience this 
intervention as too intense, it is important to a) inform the client in advance about the 
potential emotional intensity of the intervention, b) set aside enough time at the end of 
sessions to help the client sufficiently deal with vulnerable states before leaving the 
clinic, and c) help clients identify personal and relational resources to utilize during the 
intersessional period. For most clients, it seems like the two-chair dialogue intervention 
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Appendix: 
INTERVIEW GUIDE 
EFT - Qualitative follow-up study 
 
Introduction: 
Thank you for setting up this interview. 
Inform about intention/rationale for interview: I do not have advance knowledge about 
you. What you tell will be anonymous, the interviews will be anonymous so that 
nothing can identify you. Also, the results of all the interviews will be presented in 
scientific papers. 
Instruction before interview: I’d like to talk to you about your experiences related to 
having carried out emosjonsfokusert therapy, and have some questions about how you 
have experienced it to go in this treatment—what you have experienced, which positive 
or negative experiences you have had in the course of treatment, and how you feel that 
it has helped or did not help you in what made you seek this treatment. In addition to 
the forms you’ve filled, it is also helpful for us to get to know each participant’s specific 
experiences during and afterwards. 
 
 
Background for seeking treatment 
 
If I may begin with a general question and come up with some more specific questions 
later. First of all, can you tell us about how you experienced the therapy you went in? 
 
At first, I would be happy to hear a little bit about how you came to seek this treatment. 
Is it okay? 
a. Before you started: What was it that you wanted to change in your life? 
b. What did you think were the reason for your difficulties? Has it changed during the 
therapy? Are you thinking differently about it now? 
c. How did you envisage that the treatment should be before you started? 
d. What was the would be most help to you before you started? 
e. To what extent was the treatment you received in line with the expectations you had? 
 
 
How it was for you to take part in the treatment 
 
Can you tell us about how you experienced the first meeting with your therapist? 
 
How did you experience the contact with the therapist? (possibly following up with 
“How did you feel the therapist understood your difficulty?” 
Did this change for you during treatment? 
 
What was the main objective you had in therapy? (goals) 
a. Did you feel that the goal of therapy changed during treatment? 
 
How did you work together to achieve this goal? (Method)? 
a. Did you feel in any way that you were working on changed ways during treatment? 
b. Follow up: What was it that changed? How was it for you? 
c. What was known to you, and what did you feel and think when you did this? 
 
Can you remember a situation during the therapy that was difficult or challenging for 
you? 
a. Which situation was this? What happened? 
b. What was known to you, and what did you feel and think 
c. Did the therapist perceive that this was difficult or challenging for you? 
 
How was this situation handled? 
a. What did the therapist do? 
b. What did you do? 
c. What did you need to happened? 
d. How did you experience the therapy after this? 
 
 
IF NOT MENTIONED ALREADY: At some point did you begin doing exercises 
where you used the chairs to work with individual topics? Did you notice that? 
How was it for you to begin with chair exercises? 
How did you experience this transition? 
 
What worked with you when you spent chair exercises? / Can you tell us about what 
you worked / talked about when you did this? 
 What did you aim during chair exercises? 
Did you feel that the therapist brought out the purpose in a way that made sense to you? 
How was it for you to work with these chair exercises? 
In this way of working, the therapist takes part of the management. How did you do it? 
Did you help these exercises of you work with things that were important to you? 
Follow up in a more concrete manner: How? In what way? 
 
This treatment you’ve gone through has a focus on emotions. How did you do it? 
How was it for you to know your own feelings? 
Was it different in chair exercises? 
How was it for you that the focus was often on what you knew in your body?  
Was it different in chair exercises? 
How was it for you to talk about feelings? 
Was it different in chair exercises? 
Do you feel that the treatment has changed the way you relate to your feelings in 
everyday life? In what way? 
How do you feel that this treatment has helped you in the ways you relate to other 
people? In what way? 
 
 This treatment you have gone through also has a strong focus on self-criticism. 
How did you work with the way you talk to yourself? 
Too much self-criticism can also be a challenge in therapy. How was that for you? (If 
yes: follow-up - could you elaborate / when / how) 
What was most important to you in the work of self-criticism? 
Was it different to work with the way you talk to yourself in the chair exercises? What 
was different? In what way? 
You also filled the form of self-criticism for every hour. How was it for you? 
Did you feel that it affected the work of self-criticism in the treatment? How? In what 
way? 




When you look back on the time that has been since you started treatment, what is the 
most important change that you experienced / changed for you / helped you? 
What was most helpful to you? / What was it that helped you the most? 
 
Have you noticed any other changes? 
a. Are there things that have not changed or gotten worse since the therapy started? 
 
 Often, when we think back on something, we get specific memories or images that 
stand for something important. If you were to draw a picture, episode, or memory from 
therapy which are or were important to you, what would it be? 
 If the episode was positive, were there any important negative episodes as well? 
 
 Now, towards the end, I just want to ask you some questions about the job and the 
workplace. How do you feel that this treatment has helped you in your everyday work? 
 What made it difficult for you to be at work when you started treatment? (obs. private 
or job-related reasons for sick leave) 
Did you feel afterwards that the treatment has helped you with this? / relate to this? In 
what way? 
Coping: What do they describe as the main problem? 
Mastery of work 
Relate to colleagues 
Respond to management 
 
Concluding the interview 
Were there some things you missed on therapy, or that you felt would better treatment 
for you? 
What / how? 
Was there anything you would have had more of? 
Was there anything you would have had less of? 
 
If a best friend of yours should have been in this kind of treatment, what would have 
been important for them to know? 
 
Is there anything that was important to you, that we have forgotten or are not asked 
about? Something you have not mentioned? 
 
Debriefing: How have you experienced your participation in this interview? 
 
THANKS FOR PARTICIPATION! 
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Appendix A – The Experiencing Scale 
The Experiencing Scales © 
Klein, M. H., Mathieu, P., Gendlin, E., & Kiesler, D. J. (1986). The experiencing 
scales: A research and training manual (Vol. 1). Madison, University of Wisconsin 
Extension Bureau of Audio visual instruction, 1969 (copyrighted 1970).  
Experiencing Scale, summarized 
1. Objective and intellectual, giving no evidence og the personal significance of 
events they describe. 
2. Personal but detached, no explicit reference to feelings, reactions or internal 
states.  
3. Reactions to external events begin to appear. 
4. Marked shift inwards with a focus on exploration of feelings and internal 
experiences. At level 4 clients are in direct contact with their fluid experience 
and speak “from it” as opposed to “about it”. 
5. Questions about experience and the self are raised and explored from an 
internal perspective. 
6. Newly realized feelings and experience are integrated and explored to produce 
personally meaningful construction and resolve issues.  
7. Shifts and new understanding in one particular area of experience are 
broadened to a wider range of experiences giving clarity and meaning.  
The following are the criteria used by raters to establish Levels of Experiencing: 
 
Stage One. 
The chief characteristic of this stage is that the content or manner of expression is 
impersonal. In some cases the content is intrinsically impersonal, being a very abstract, 
general superficial or journalistic account of events or ideas with no personal referent 
established. In other cases, despite the personal nature of the content, the speaker’s 
involvement is impersonal, so that he/she reveals nothing important about himself and 
his/her comments could as well be about a stranger or an object. 
a. The content is not about the speaker. The speaker tells a story, describes other 
people or event I which he is not involved, or presents a generalized or 
detached account of ideas. Nothing makes the content personal. 
b. The content is such that the speaker is identified with it in some way but the 
association is not made clear. The speaker refers in passing to him/herself but 
his/her references do not establish hi/her involvement. First person pronouns 
only define the speaker as object, spectator, or incidental participant. Attention 
is focused exclusively on external events. For example, “As I was walking 
down the street I saw this happen…”; “He stepped on my toe.” The speaker 
does not supply his attitudes, feelings or reactions. He/she treats himself/herself 
as an object or instrument or in so remote a way that the story could be about 
someone else. His/her manner of expression is remote, matter of fact, or 
offhand as in superficial social chit-chat, or has a mechanical or rehearsed 
quality. 
c. The content is a terse, unexplained refusal to participate in an interaction, or 
an avoidance or minimizing of an interaction. Minimal responses without 
spontaneous comments are at stage one. 
 
Stage Two. 
The association between the speaker and the content is explicit. Either the speaker is 
the central character in the narrative or his/her interest in clear. The speaker’s 
involvement, however, does not go beyond the specific situation or content. All 
comments, associations, reactions, and remarks serve to get the story or idea across but 
do not refer to or define the speaker’s feelings. 
a. The content is a narrative of events in which the speaker is personally involved. 
His/her remarks establish the importance of the content but make no reference 
to the quality of this involvement. Remarks and associations refer to the 
external facets of the narrative, other people, the events, objects, the speakers 
actions; they do not give his/her inner reactions or perspective. If the narrative 
includes the speaker’s thoughts, opinions, wishes, or attitudes, these only 
describe him intellectually or superficially. Some speakers refer to ideas and 
thoughts as if they were feelings; e.g., “I feel that I am a good farmer”; “I feel 
that people should be more considerate.” If terms like “I think” or “I wish” 
could be substituted for “I feel” without changing the meaning, the remark is at 
stage two. 
b. The events narrated are impersonal but the speaker explicitly establishes that 
the content is important to him/her. For example, he/she expresses interest in or 
evaluates an event, but does not show the quality or amount of his interest or 
concern. 
c. The content is a self-description that is superficial, abstract, generalized, or 
intellectualized. No reference is made to the speaker’s feelings or internal 
perspective. The segment presents the ideas, attitudes, opinions or moral 
judgments, wishes, preferences, aspirations, or capacities that describe the 
speaker form and external or peripheral perspective. One sees him from the 
outside. 
d. The content reveals the speaker’s feelings and reactions implicitly but not 
explicitly. If the speaker is emotionally aroused, it is evident from his/her 
manner, not from his/her words. If the content is the sort that ordinarily would 
be personally significant, the speaker does not say so. If the speaker sometimes 
mentions his/her feelings, he/she treats them abstractly, impersonally, as 
objects, or attributes them to others. Third person pronouns, especially ‘one 
feels’ indicate impersonalization. 
e. The content is an account of a dream, fantasy, hallucination, or free 
association. These should be treated as narratives of external events. They are 
at stage two if the speaker’s remarks associate him/her with the account but do 
not five his feeling reactions to it. 
 
Stage Three.  
The content is a narrative or description of the speaker in external or behavioral 
terms with added comments on his/her feelings or private experiences. These 
remarks are limited to the events or situation described, giving the narrative a 
personal touch without describing the speaker more generally. Self-descriptions 
restricted to a specific situation or role, are also stage three. 
a. The content is a narrative of events or description of an aspect of the speaker’s 
environment (past, present, or future) with parenthetical personal remarks that 
give one of the following: 
1) The speaker’s feelings as the time of the event or in retrospect about it. 
For example, “He didn’t call me back and I was angry” or “He didn’t 
call me back; thinking about it now makes me angry.” 
2) The personal significance or implication of the situation by relating it to 
the speaker’s private experience. For example, “It reminded me of being 
scolded as a child”; “It was one of those queer moods that comes on me 
when I get tired. “ 
3) The speakers state of awareness at the time of the event. Such remarks 
include details of motives, consciousness, private perceptions, or 
assumptions which are limited to the event. For example, : “I knew at the 
time that I was reacting too strongly”; “ I was aware of wanting to 
defend myself “; “ I did it even though I sensed how foolish it was.” 
Accounts of dreams, hallucinations, fantasies, and free associations 
should be treated as narratives; they are at stage three if feelings are 
mentioned. 
b. The content is a self-description of circumscribed aspects of the speaker’s life      
Style or role or of his feelings and reaction presented only in behavioral terms. 
The speaker might, for example, describe how he functions as a parent or in his 
job, or tell what he does when he gets angry. Personal remarks enrich the 
description of the situation or reaction to it, but are limited to the immediate 
context. 
c. In response to a direct question, the speaker tells what his feelings are or were. 
The interviewer’s words are not needed to identify the feeling. 
Stage Four.  
The content is clear presentation of the speaker’s feelings, giving his/her personal 
internal perspective or feeling about him/herself. Feelings or the experience of 
events, rather than the events themselves, are the subject of the discourse. By 
attending to and presenting this experiencing, the speaker communicates what it is 
like to be him/her. These interior views are presented, listed, or described, but are 
not interrelated or used as the basis for systematic self-examination or formulation. 
a. The initial content is a specific situation that is widened and deepened by the 
speaker’s self references to show what he/she is like more generally or more 
personally.  The speaker must describes feelings in great detail, refer to feelings 
as they occur in a range of situations, provide personal reactions to specific 
feelings, or relate reactions to his own self-image. The feelings can be 
immediate responses or remembered responses to past situations. Self-
descriptive comments must deal with internal or personal aspects of the 
speaker, not with moral evaluations or external or behavioral characteristics. 
b. The content is a story told completely from the personal point of view. The 
details of feelings, reactions, and assumptions are integral to the narrative, so 
that what emerges is a detailed picture of the speaker’s personal experience of 
the events. 
c. The content is a self-characterization in which the speaker tells about his 
personal perspective. In talking about him/herself he/she makes explicit his/her 
feelings, personality, assumptions, motives, goals, and private perceptions. By 
revealing these internal parts of him/herself, the speaker gives a detailed picture 
of one or more of his/her states of being. The material presented is not analyzed 
or interrelated. He use of abstract terms or jargon to describe elements of 
personality must be expanded with some internal detail to warrant a rating of 
four. For example, the statement “my ego was shattered”  would need 
elaboration, such as “ I felt if I was nothing, that no one would ever notice me”. 
 
Stage Five 
The content is a purposeful exploration of the speaker’s feelings and experiencing. 
There are two necessary components. First the speaker must pose or define a 
problem or proposition about him/herself explicitly in terms of feelings. The  
problem or proposition may involve the origin, sequence, or implications of 
feelings or relate feelings to other private processes. Second he/she must explore 
or work with the problem in a personal way. The exploration or elaboration 
must be clearly related to the initial proposition and must contain inner references 
so that it functions to expand the speaker’s awareness of his experiencing. Both 
components, the problem and the elaboration, must be present. 
The proposition or problem must be given clearly or strongly and should include 
references to feelings or to the personal experience of the issue. If the internal basis 
of the problem is weak, as in references to undesired behaviors or styles, 
propositions about the external precipitants of the behavior or feelings, or 
presentation of temporal sequence of feelings, then the exploration or elaboration 
must have extensive inward references. It must be clear that the speaker is focusing 
on his inner experience rather than simply justifying his/her behavior. 
 The problem or hypothesis about the self must be oriented to feelings, private 
reactions, or assumptions basic to the self-image. It can be presented in different 
ways: 
1) A feeling, reaction or inner process, and in some cases behavior pattenr, 
can be defined as problematic in itself or as seeming to conflict with 
other feelings or aspects of the self; for example, “ My anger is the 
problem” or “ Why am I so angry?”. 
2) The speaker may wonder whether or to what extent he has a specific 
feeling: not W what do I feel?” which would be a three or four, but “ Do 
I relay feel angry?” or “ How angry am I, really?” 
3) The problem or proposition can be defined in terms of the personal 
implication, relationships, and inner ramifications of a feeling, including 
its origins or causes, its place in a temporal sequence of feelings and 
inner events, its mode of expression, or its personal and private 
implications. For example: “Do I get angry when I feel inadequate ?” or 
“My getting angry means I’ve lost control of myself” or “ I get angry 
just the way my mother used to”. 
4) Feelings, reaction and internal processes may be compared. 
All the problems or propositions about the self must be explored or elaborated 
with inner referents. Examples or illustrations may show how the speaker 
experiences the problem or proposition in different settings or at different 
times; if so, the pertinence of the illustration to the problem must be explicit. 
The problem or proposition may be related to other internal processes or 
reactions. Alternatively, through hypothesis, speculation, or analogy the speaker 
clarifies the nature or private implication of the central problem, its causes, or 
ramifications. 
At Stage 5 the speaker is exploring or testing a hypothesis about his/her experiencing. 
While he/she must define the subject of this process clearly with inner references, his 
manner may be conditional, tentative, hesitant, or searching. 
Stage Six. 
The content is a synthesis of readily accessible, newly recognized, or more fully 
realized feelings and experiences to produce personally-meaningful structures or 
resolve issues. The speaker’s immediate feelings are integral to his/her conclusions 
about his/her inner workings. He/she communicates a new or enriches self-
experiencing and the experiential impact of the changes in his attitudes or feelings 
about him/herself. The subject matter concerns the speaker’s present and emergent 
experience. His/her manner may reflect changes or insights at the moment of their 
occurrence. These are verbally elaborated in detail. Apart from the specific content, 
the speaker conveys a sense of active, immediate involvement in an experientially 
anchored issue with evidence of its resolution or acceptance. 
a. The feelings involved must be vividly, fully, or concretely presented. Past 
feelings or past changes in feelings are vividly presented or relived as 
part of the speaker’s current experience. 
b. The structuring process relates these immediately felt events to other 
aspects of the speaker’s private perspective. This, a feeling might be 
related to the speaker’s self-image, his/her private perceptions, motives, 
assumptions, to another feeling, or to more external facets of the 
speaker’s life, such as his/her behavior. In each case the nature of the 
relationship must be defined so that the details of how the speaker works 
inside and the precise, internal impact of the changes is revealed. It is not 
merely the existence of a relationship, nor a sequential listing of feelings 
and inner experiences, but the nature and quality of the association that is 
made clear. 
c. The synthetic, structuring process leads to a new personally meaningful 
inner experience or resolves an issue. As a result of working with his/her 
feelings and other aspects of his/her private perspective, and exploring 
their relationship to each other, the speaker has new inner experiences. 
These may be new feelings or changed feelings, as when the speaker 
says, “now I am beginning to see that my feeling of guilt is caused by 
my ideas about work, and it makes me feel much less worried about that 
sense of guilt. What a relief! ” Alternatively and issue may be resolved:” 
You know I’ve always kept my anger bottled up because I’ve been afraid 
of losing control of myself. Now I realize it wouldn’t be so bad if I did; 
maybe I’d yell or throw something, that’s all.” IF the speaker starts with 
a concrete external problem, the related feelings must be presented as 
part of his present experience and the emergent formulation must change 
his perception of the problem in some way. For example, “I never asked 
a girl out because I’m so short. I’m still kind of afraid a girl might call 
me a shrimp or something, but I’m willing to take that risk now. I guess 
because I realize that even if she did, it wouldn’t break me up. I wouldn’t 
like her very much, but I’d feel better about myself for having at least 
tried.” Some elements in the emergent structure may be external, 
behavioural, or intellectual as in a decision to act in a different way. Still, 
they must be clearly grounded to immediate feelings. It is never 
sufficient only to state that a resolution has taken place; the experiences 
underlying the restructuring process must be revealed or relived to 
satisfy the criteria for stage 6. 
 
Stage Seven 
The content reveals the speaker’s expanding awareness of his immediately present 
feelings and internal processes. He demonstrates clearly that he can move from one 
inner reference to another, altering and modifying his conception of himself, his 
feelings, his private reactions to his thoughts or actions in terms of their immediately 
felt nuances as they occur in the present experiential moment, so that each new level of 
self-awareness functions as a springboard for further exploration. 
Formulations about the self at stage seven meet the requirements for stage six with the 
additional stipulation that they be applied to an expanding range of inner events or 
give rise to new insights. The development may follow one of several different 
patterns. 
1) The speaker may start with an internally anchored problem, explore it, 
and reach and internally anchored conclusion that he/she then applies to a 
number of other problems. 
2) He/She may arrive at several related solutions to a single problem and 
reintegrate them. Any self-analysis is followed by a more comprehensive or 
extensive synthesis. 
3) The speaker may use several different formulations about him/herself, 
each of which meets the requirements for stage six, and integrate, relate, or 
reduce them through a more basic or general formulation. 
4) He/she may start with one conclusion of the type reached in stage six and 
apply it to a range of situations, each with inner referents explicit, to show 
how the general principle applies to a wide area of his/her experience. 
Experiencing at stage seven is expansive and unfolding. The speaker readily uses a 
fresh way of knowing himself to expand his experiencing further. Manner at this stage 
is often euphoric, buoyant, or confident; the speaker conveys a sense of things falling 
quickly and meaningfully into place. 
 
  
Appendix B – The Client Emotional Arousal Scale III 
 
1 Person does not express emotions.  Voice or gestures do not disclose any emotional 
arousal 
2 Person may allow some emotion, but there is very little arousal in voice or body 
 there is no disruption of usual speech patterns 
 any arousal is almost completely restricted 
3 At this level of arousal as well as higher levels, the person allows emotions  
Arousal is mild in voice and body  
 very little emotional overflow  
 any arousal is still very restricted 
 usual speech patterns are only mildly disrupted 
4 Arousal is moderate in voice and body 
 emotional voice is present: ordinary speech patterns are moderately disrupted by 
emotional overflow as represented by changes in accentuation patterns, unevenness 
of pace, changes in pitch 
 although there is some freedom from control and restraints, arousal may still be 
somewhat restricted 
5 Arousal is fairly intense and full in voice and body 
 emotion overflows into speech pattern to a great extent: speech patterns deviate 
markedly from the client’s baseline, and are fragmented or broken 
 elevated loudness and volume 
 arousal seems only slightly restricted 
6 Arousal is very intense and extremely full as the person is freely expressing emotion, 
with voice and body.  
 usual speech patterns are extremely disrupted as indicated by changes in 
accentuation patterns, unevenness of pace, changes in pitch, and volume or force of 
voice 
 spontaneous expression of emotion and there is almost no sense of restriction 
7 Arousal is extremely intense and full in voice and body 
 usual speech patterns are completely disrupted by emotional overflow  
 the expression is completely dysregulated and unrestricted   
 arousal appears uncontrollable and enduring. 
 falling apart quality: although arousal can be a completely unrestricted therapeutic 
experience, it may also be a disruptive negative experience in which the clients 
feels like they are falling apart 
 
control = containment in contrast to control = restriction 
* The distinguishing feature between level 6 and level 7 is that in level 6 there is the 
sense that although a person’s expression may be fairly unrestricted, this individual 
would be able to contain or control his or her arousal, whereas in level 7, a person’s 
expression is completely unrestricted and there is the sense that emotional arousal 





Appendix C – The qualitative interview guide 
 
INTERVIEW GUIDE 





Thank you for setting up this interview. 
Inform about intention/rationale for interview: I do not have advance knowledge about you. 
What you tell will be anonymous, the interviews will be anonymous so that nothing can 
identify you. Also, the results of all the interviews will be presented in scientific papers. 
Instruction before interview: I’d like to talk to you about your experiences related to having 
carried out emosjonsfokusert therapy, and have some questions about how you have 
experienced it to go in this treatment—what you have experienced, which positive or negative 
experiences you have had in the course of treatment, and how you feel that it has helped or did 
not help you in what made you seek this treatment. In addition to the forms you’ve filled, it is 




Background for seeking treatment 
 
If I may begin with a general question and come up with some more specific questions later. 
First of all, can you tell us about how you experienced the therapy you went in? 
 
At first, I would be happy to hear a little bit about how you came to seek this treatment. Is it 
okay? 
a. Before you started: What was it that you wanted to change in your life? 
b. What did you think were the reason for your difficulties? Has it changed during the 
therapy? Are you thinking differently about it now? 
c. How did you envisage that the treatment should be before you started? 
d. What was the would be most help to you before you started? 
e. To what extent was the treatment you received in line with the expectations you had? 
 
 
How it was for you to take part in the treatment 
 
Can you tell us about how you experienced the first meeting with your therapist? 
 
How did you experience the contact with the therapist? (possibly following up with “How did 
you feel the therapist understood your difficulty?” 
Did this change for you during treatment? 
 
What was the main objective you had in therapy? (goals) 
a. Did you feel that the goal of therapy changed during treatment? 
 
How did you work together to achieve this goal? (Method)? 
a. Did you feel in any way that you were working on changed ways during treatment? 
b. Follow up: What was it that changed? How was it for you? 
c. What was known to you, and what did you feel and think when you did this? 
 
Can you remember a situation during the therapy that was difficult or challenging for you? 
a. Which situation was this? What happened? 
b. What was known to you, and what did you feel and think 
c. Did the therapist perceive that this was difficult or challenging for you? 
 
How was this situation handled? 
a. What did the therapist do? 
b. What did you do? 
c. What did you need to happened? 
d. How did you experience the therapy after this? 
 
 
IF NOT MENTIONED ALREADY: At some point did you begin doing exercises where you 
used the chairs to work with individual topics? Did you notice that? 
How was it for you to begin with chair exercises? 
How did you experience this transition? 
 
What worked with you when you spent chair exercises? / Can you tell us about what you 
worked / talked about when you did this? 
 What did you aim during chair exercises? 
Did you feel that the therapist brought out the purpose in a way that made sense to you? 
How was it for you to work with these chair exercises? 
In this way of working, the therapist takes part of the management. How did you do it? 
Did you help these exercises of you work with things that were important to you? Follow up 
in a more concrete manner: How? In what way? 
 
This treatment you’ve gone through has a focus on emotions. How did you do it? 
How was it for you to know your own feelings? 
Was it different in chair exercises? 
How was it for you that the focus was often on what you knew in your body?  
Was it different in chair exercises? 
How was it for you to talk about feelings? 
Was it different in chair exercises? 
Do you feel that the treatment has changed the way you relate to your feelings in everyday 
life? In what way? 
How do you feel that this treatment has helped you in the ways you relate to other people? In 
what way? 
 
 This treatment you have gone through also has a strong focus on self-criticism. 
How did you work with the way you talk to yourself? 
Too much self-criticism can also be a challenge in therapy. How was that for you? (If yes: 
follow-up - could you elaborate / when / how) 
What was most important to you in the work of self-criticism? 
Was it different to work with the way you talk to yourself in the chair exercises? What was 
different? In what way? 
You also filled the form of self-criticism for every hour. How was it for you? 
Did you feel that it affected the work of self-criticism in the treatment? How? In what way? 




When you look back on the time that has been since you started treatment, what is the most 
important change that you experienced / changed for you / helped you? 
What was most helpful to you? / What was it that helped you the most? 
 
Have you noticed any other changes? 
a. Are there things that have not changed or gotten worse since the therapy started? 
 
 Often, when we think back on something, we get specific memories or images that stand for 
something important. If you were to draw a picture, episode, or memory from therapy which 
are or were important to you, what would it be? 
 If the episode was positive, were there any important negative episodes as well? 
 
 Now, towards the end, I just want to ask you some questions about the job and the workplace. 
How do you feel that this treatment has helped you in your everyday work? 
 What made it difficult for you to be at work when you started treatment? (obs. private or job-
related reasons for sick leave) 
Did you feel afterwards that the treatment has helped you with this? / relate to this? In what 
way? 
Coping: What do they describe as the main problem? 
Mastery of work 
Relate to colleagues 
Respond to management 
 
Concluding the interview 
Were there some things you missed on therapy, or that you felt would better treatment for 
you? 
What / how? 
Was there anything you would have had more of? 
Was there anything you would have had less of? 
 
If a best friend of yours should have been in this kind of treatment, what would have been 
important for them to know? 
 
Is there anything that was important to you, that we have forgotten or are not asked about? 
Something you have not mentioned? 
 
Debriefing: How have you experienced your participation in this interview? 
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